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Observando con particular interés el desa- 
rrollo de la _Cirugia Biliar durante los ultimos 
15 afios, me han llamado poderosamente la 


atencién dos hechos que claramente se des- 


tacan en el campo brillantisimo del progreso 
verificado durante este tiempo en la Cirugia, 
Fisiologia y Patologia de las Vias Biliares. 

El primero, de suma importancia para noso- 
tros, se me presenta bajo la forma de una pre- 
gunta. En nuestro medio, tan favorable bajo 
todos aspectos, por el clima, alimentacién y 
condiciones higiénicas, para que las infecciones 
biliares y sus consecuencias sean mucho mas 
frecuentes que en los paises y razas del Norte, 
¢gpor qué razones son, sin embargo, relativa- 
mente raros los casos que el cirujano tiene 
oportunidad de tratar quirurgicamente? 

El segundo hecho, la aceptacién, abandono 
y nueva aceptacién de procedimientos quirtr- 
gicos encaminados a curar las afecciones de- 
rivadas de la infeccién y su secuela natural; la 
inflamacién y cdlculos de la Vesicula y Ca- 
nales Biliares. 

Trataré estos dos puntos como objetivo prin- 
cipal de mi trabajo, terminando con una ex- 
posicién suscinta de la técnica quirurgica. 

En mi concepto, no hay duda que las in- 





fecciones biliares deben ser y de hecho son, 
mucho mas frecuentes en nuestro pais que en 
los que estan colocados fuera de los Trdépicos, 
dado que las infecciones intestinales en ge- 
neral, algunas netamente tropicales y de carac- 
ter parasitario y sobretado las condiciones anti- 
higiénicas particulares de nuestro medio, prin- 
cipalmente en‘lo que se refiere a alimentacién 
y aguas potables, tienen que influir poderosa- 
mente en la etiologia de las infecciones bil- 
iares. Sin embargo, este comentario es pura- 
mente tedrico, ya que por desgracia no dis- 
pongo de la estadistica necesaria para demos- 
trarlo. A falta de estadistica locales, presen- 
taré las que he podido recopilar de autores 
americanos y europeos. Las cifras que pre- 
sento demuestran por si solas la fracuencia de 
estos padecimientos y con verdadera sorpresa 
me hacen pensar en cuanto mas elevadas ten- 
dr4n que ser entre nosotros. Graham y sus 
colaboradores afirman en su libro de texto 
sobre padecimientos biliares que, de la edad 
adulta para adelante, 20 a 25% tienen calculos 
biliares e igual porcentaje padece infecciones 
biliares sin cdlculos, estimando que la litiasis 
es mas frecuente en las mujeres que en los 
hombres en la proporcién de 2 a 5 por uno. 
Mentzer, de la Clinica Mayo, considera igual- 
mente que 21.67% de los adultos tienen cal- 
culos biliares. Hansen estima este padecimien- 
to en 24.7% McGregor, de Nueva York, eleva 
esta cifra hasta 32.5%. 

En 1000 autopsias estudiadas en el Hospital 
de la Ciudad de Viena, se encontraron calculos 
biliares en 32.5%, cifra igual a la encontrada 
por McGregor; 59.6% con signos de Colecisto- 
patia y en el 41.3% con evidencia patolégica 
en los canales biliares. Riesman encuentra 
calculos en un 25% de todas sus autopsias. 

Si pues todo parece indicar que estos pade- © 
cimientos biliares son extremadamente fre- 
cuentes, por qué razén no son tratados qui- 
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rurgicamente, entre nosotros, como debieran 
serlo? Existen varias causas que explican 
este atraso en la aplicacién de principios tera- 
péuticos quirlirgicos modernos actualmente 
aceptados en el mundo médico y que se han 
derivado cientificamente de la experiencia de 
los ultimos 20 afios, en cuyo periodo se puede 
decir que la Cirugia Biliar ha pasado de Ia 
época experimental a la prdactica diaria del 
cirujano moderno. 

La dificultad para el diagnéstico correcto de 
las afecciones biliares inflamatorias representa 
desde luego uno de los escollos principales, 
que hace que tanto el internista como el ciru- 
jano poco familiarizados con la sintomatologia 
de estos padecimientos, que se refleja a dis- 
tancia sobre los érganos vecinos y muy espe- 
cialmente sobre el est6mago y duodeno, hasta 
el grado de simular enfermedades propias y 
localizadas en estos érganos, no vacilen sin 
embargo en asentar firmemente el diagnéstico 
de ulcera gastrica o duodenal, o bien alguno 
de los numerosos trastornos funcionales com- 
prendidos en el cuadro de las dispepsias, etc. 
Uno de mis maestros, el Dr. Smithies de Chi- 
cago, afirmaba hace algunos afios que en su 
experiencia como gastro-enterologista encon- 
traba que en 75 u 80% de los casos diagnosti- 
cados tilceras del est6mago u duodeno y referi- 
dos a él como médico consultor, habfa encon- 
trado que se trataba de padecimientos biliares 
inflamatorios, con su acostumbrado cortejo sin- 
tomatico reflejo sobre estémago o duodeno. 


La consecuencia natural de esta dificultad 
en la interpretacié6n adecuada de la sintoma- 
tologia de las afecciones inflamatorias biliares, 
tiene que ser necesariamente un diagnéstico 
erréneo y un tratamiento ineficaz. Los en- 
fermos asi tratados serdn catalogados defini- 
tivamente como dispépticos crénicos y con- 
denados a ser paseados para siempre por el 
ilégico campo de la polifarmacia, persiguiendo 
tinicamente el alivio de un sintoma y dejando 
sin atacar en lo mas minimo la causa, que 
necesariamente seguirA su marcha invasora 
hacia érganos vitales como el higado y el pan- 
creas. Cuando esto ocurra sera ya demasiado 
tarde para pretender impartir auxilio eficaz a 
estos enfermos. 

Numerosisimos son los casos que han sido 
Ilevados a la mesa de operaciones para ser 
tratados quirirgicamente de lo que se creia 
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una ulcera y que se descubrié en su lugar una 
litiasis biliar, una simple colecistitis con !c- 
siones inflamatorias extendidas a los conductos 
biliares o bien Unicamente adherencias gés- 
tricas o duodenales como secuela de estos mis- 
mos padecimientos biliares crénicos. 


Errores de diagndéstico, errores de traia- 
miento; he aqui dos elementos clinicos de sig- 
nificaci6n tremenda y especialmente impor- 
tantes por sus consecuencias a distancia en el 
cuadro de las infecciones del trayecto biliar. 
Por qué razones son especialmente importan- 
tes estas consecuencias a distancia? Veamos 
la marcha ordinaria de una colecistitis primi- 
tiva y analicemos la marcha del proceso in- 
feccioso. El germen infectante puede Ilegar a 
la vesicula a través del sistema “Porta,” a 
donde pasa directamente del intestino para ser 
acarreado al higado, siendo eliminado luego 
en la bilis que se almacena en la vesicula, in- 
fectandola, o bien puede Ilegar a este recipi- 
ente por la redolinfatica de la regién que es 
especialmente rica alrededor de los canales 
biliares y mucho menos en las paredes vesi- 
culares. También pudiera llegar la infeccidén, 
atin cuando muchos lo niegan, directamente 
contra-corriente por propagacién del duodeno 
a través del colédoco. Dadas las condiciones 
anatomo-histolégicas y fisiolégicas de la vesi- 
cula, podemos decir que es un recipiente ex- 
celente para la infecciédn, lo que, afadido a 
contaminaciones sucesivas repetidas constante- 
mente, nos hacen afirmar que una vez que ha 
sido infectada, la curacién o erradicacién del 
proceso inflamatorio es poco menos aue im- 
posible con los medios terapéuticos médicos de 
que actualmente disponemos. El proceso in- 
flamatorio sigue su curso, la vesicula es trans- 
formada patolédgicamente en todo su espesor y 
su contenido cargado de gérmenes ‘que se 
vacia irregularmente en el colédoco, infecta 
los canales biliares que a su vez sufren la; 
accién patolégica del germen infectante. La 
infeccién sigue mas adelante y por extensién 
directa o indirecta y, dadas las relaciones : 
anatémicas tan estrechas entre estos canales y 
los érganos cercanos, pasa a infectar al pan- 
creas, en primer lugar, al higado y después 
produciendo reacciones inflamatorias de peri- 
duodenitis y su consecuencia las adherencias, 
modifica el funcionamiento fisiol6égico de este 
érgano y del estémago. W. Mayo considera 





OCTOBER, 1934 


que la pancreatitis se observa en una propor- 
con de 7% en las litiasis vesiculares y de 27% 
en las del colédoco. 

Cuando la infeccién se ha generalizado en 
esta forma, , como es posible pretender curar- 
la por medios al alcance del internista o bien 
con la extirpacién de la vesicuula biliar que 
en un tiempo fué la causa y que ahora no es 
sino un sintoma sobreagregado al cuadro de 
la infecci6n generalizada? Ademas de la 
razon, la experiencia de los Ultimos afios de- 
muestra que es imposible. 

La experimentacién y el estudio mas pro- 
fundo de la patogenia de las infecciones bi- 
liares han venido ultimamente a deslindar con 
bastante precisién los campos de accién del 
médico internista y del cirujano. El internista 
poco o nada familiarizado con la marcha del 
proceso inflamatorio primitivo, se obstina por 
largo tiempo (frecuentemente varios afos) en 
su tratamiento médico que, algunas veces, 
puede simular al enfermo la ilusiédn de mejoria 
y cuando al fin se ve forzado por el convenci- 
miento de que el paciente no reacciona ya a 
su terapéutica, sino que al contrario, todo 
parece indicar el progreso del mal, recurre al 
cirujano y éste, a su vez, participe en muchisi- 
mos casos de la misma ignorancia, practica 
una simple Colecistectomia por haber encon- 
trato cAlculos o evidencia de infeccién vesicu- 
lar, quedando con la creencia y satisfaccién 
de conseguir una curac’6n segura para el en- 
fermo. 

E] internista ha obrado mal en retardar el 
auxilio quirurgico que en el principio del pa- 
decimiento seguramente hubiera curado el 
mal, y el cirujano igualmente ha puesto de man- 
ifiesto su escaso juicio quirtrgico al aceptarc 
tratar por ese sencillo medio un caso tan com- 
plejo. El internista acusara al cirujano del 
fracaso clinico después de su intervencién y 
este, a su vez, senalara al internista como res- 
ponsable, puesto que demoré su intervencién 
por largo tiempo, dando asi oportunidad a la 
infeccién, en un principio localizada, para que 
se extendiera a Jas demas vias biliares y ér- 
ganos cercanos. 

La consecuencia de esta mutua acusacién en 
forma de circulo vicioso, se desprende con 
toda claridad y constituye el precepto clinico 
que rige actualmente el tratamiento de las 
infecciones biliares. Después de un tiempo 
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razonable de tratamiento médico, si no se ob- 
tiene una mejoria manifiesta, debe recurrirse 
imprescindiblemente a la cirguia como Unico 
medio que puede curar radicalmente el mal y 
evitar las graves consecuencias de la exten- 
sién de la infeccién a las vias biliares, higado 
y pancreas. Cuando desgraciadamente es en 
un periodo avanzado que se recurre a la ci- 
rugia, el cirujano debe ser consciente de la 
complexidad del caso y recurrir sin vacilar a 
los medios que la cirugia moderno pone a su 
alecance, sin pretender curar al enfermo con 
una simple Colecistectomia brillantemente 
ejectuada, sino mas bien por medio del dre- 
naje biliar prolongado, ya sea directamente de 
la vesicula biliar por una Colecistostomia o 
por la Coledocotomia, previa extirpacién de la 
visicula y minucioso examen del colédoco en 
todo su trayecto. 


Debemos aceptar actualmente que esta ya 
lejano el dia en que se discutia si los calculos 
biliares serian o no la manifestacién de un pro- 
ceso patolégico, ya que con frecuencia se des- 
cubrian en una autopsia en individuos aparen- 
temente sanos. Tanto el internista como el 
cirujano estan de acuerdo sobre su significa- 
cién patolégica y clinica. La litiasis biliar 
puede existir en algunos casos sin dar sinto- 
mas de consideracién; pero no por eso debe 
eximirse a este enfermo del tratamiento qui- 
rurgico forzoso, una vez el diagndéstico hecho, 
puesto que sabemos por las estadisticas la re- 
lacién de la litiasis al cancer, asi como la apari- 
cién stbita de sintomas muchas veces agudos, 
en estos casos de litiasis de evolucién lenta y 
oculta, e irremediablemente este proceso cal- 
culoso representa necesariamente la resultante 
de la infeccién crénica de la visicula o canales 
biliares. Pauchet lo dice con su claridad acos- 
tumbrada: los que sostienen que no se debe 
operar la litiasis biliar mientras no haya sin- 
tomas que forcen la intervencién, proponen 
una operacién sumamente seria con mortali- 
dad muy alta, en lugar de otra completamente 
benigna con mortalidad de 0.50%, como seria 
si la intervencién se practicara luego que el 
diagnéstico ha podido ser hecho sin esperar a 
Ja aparicién de complicaciones. 


En mi concepto, las causas por las cuales la 
cirugia moderna no se ha podido abrir en 
nuestro medio el lugar que necesariamente le 
corresponde en el amplisimo campo terapéu- 
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tico de las afecciones biliares inf!amatorias, 
son: en primer lugar, su dificil diagnéstico 
para el médico no preparado y, después, los 
errores terapéuticos mutuos tanto del inter- 
nista como del cirujano, errores lamentables 
bajo todos conceptos en un tiempo en que se 
puede decir que en el mundo médico este tema 
constituye el t6pico de actualidad, y que ponen 
de manifiesto, posiblemente, un grado no muy 
elevado de cultura médica. 

El siguiente punto de mi trabajo se refiere 
a la evolucién de los diversos procedimientos 
quirurgicos, en relacién directa y légica con 
los nuevos conocimientos sobre la patogenia de 
las afecciones biliares inflamatorias. 


Durante mi internado en el Hospital Augus- 
tana, desde 1917 a 1922, pude observar con 
singular interés lo que puedo llamar la aurora 
de la cirugia biliar. En el transcurso de nues- 
tros estudios para adquirir el titulo de Doctor 
en Medicina y durante nuestros 4 afios de in- 
ternado en el Hospital Civil de Guadalajara 
hasta 1916, la cirugia y en general todo lo re- 
ferente a vias biliares permanecia rodeado de 
misterio y obscuridad: durante ese tiempo, 
jamas presencié una intervencién sobre las 
vias biliares. 

Se explica naturalmente mi gran sorpresa e 
interés cuando, al ingresar como interno en uno 
de los principales Hospitales de Chicago, a car- 
go del Prof. Ochsner, durante el afio de 1917, 
me encontré stbitamente con que la cirugia de 
la vesicula biliar no sélo se practicaba co- 
rrientemente, sino que era una de las opera- 
ciones mas frecuentemente practicadas, en re- 
lacién con las demas intervenciones en un me- 
dio hospitalario no especializado. 

La operacién que se practicaba casi rutinari- 
amente era la colecistostomia y, muy rara vez, 
entonces, la extirpacién vesicular. El] diagnés- 
tico en estos casos se concretaba a infeccién de 
la vesicula o litiasis. Después de poco tiempo 
comencé a observar que el ntimero de colecis- 
tectomias practicadas era cada vez mas nu- 
meroso y en raz6n inversa naturalmente de- 
crecian las colecistostomias. Esto era el re- 
sultado del perfeccionamiento de la técnica 
quirurgica y, sobre todo, de la creencia que 
se tenia entonces de tratar a la vesicula infec- 
tada como se trata al apéndice, suprimiendo 
radicalmente el foco de infeccién, ya que nin- 
guno de estos dos érganos es indispensable al 
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funcionamiento fisioldgico normal del orga- 
nismo. El resultado lejano de la practica casi 
rutinaria de la colecistectomia, ya que sola- 
mente en casos agudos se forzaba la indicacién 
de la colecistostomia, no se hizo esperar y un 
gran numero de enfermos a quienes se les 
habia quitado la visicula biliar, comenzaron a 
ser readmitidos en los hospitales con los mis- 
mos sintomas y en muchos casos presentando 
cuadros mucho mas serios que antes de la in- 
tervencion. 

Un hecho de tanta trascendencia como éste, 
que destruia. completamente los conceptos que 
se tenian entonces, tanto patogénicos como tera- 
péuticos, tenia forzosamente que llamar la 
atencién y, como consecuencia, se abrié la era 
brillantisima de los estudios y descubrimien- 
tos fisiolégicos y patogénicos sobre la vesicula 
biliar y canales biliares, que trajeron como 
consecuencia el conocimiento casi perfecto de 
la fisiologia de estos O6rganos y un cambio 
casi radical en el concepto patogénico de sus 
infecciones. El tratamiento quirtrgico de es- 
tas infecciones naturalmente sufrié un nuevo 
cambio, pero ya firmemente basado en los co- 
nocimientos anteriores y el cual, hasta la fecha, 
ha subsistido y sufrido la prueba de varios 
anos. De esta manera volvié a ser la cole- 
cistostomia mucho mas frecuentemente prac- 
ticada que la colecistectomia y asi entré la 
cirugia del canal colédoco en la practica del 
cirujano moderno. El objetivo perseguido con 
estas intervenciones se basa en el concepto de 
la propagacién de la infeccién a los canales 
biliares y a los érganos cercanos, cuya infec- 
cién puede mejorar y en muchos casos curar, 
asi como su funcionamiento fisiolégico, por 
medio del drenaje adecuado y prolongado lar- 
go tiempo, bajo condicién en ciertos casos, de 
suprimir el obstaculo mecanico que se opone 
al libre curso biliar por sus vias fisiolégicas 
normales. 

Terminaré mi trabajo con la exposicién su- 
cinta de las intervenciones quirtrgicas actual- 
mente emp'eadas en el tratamiento de las in- 
fecciones biliares y su secuela las litiasis de la 
vesicula y canales, especialmente del colédoco, 
sin entrar en detalles sobre las operaciones 
comunmente practicadas y cuya técnica se en- 
cuentra en cualquier libro de texto. 

Estas operaciones son: Colecistostomia, Cole- 
cistectomia Coledocotomia, Anastomosis de la 
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vesicula (Colecistenostomia: y colédoco al 
duodeno, est6mago o intestino, y finalmente 
las llamadas operaciones plasticas de los con- 
ductos biliares, tales como reseccién en mango, 
diferentes incisiones, etc., encaminadas a co- 
rregir algin defecto del canal que obstruya o 
dificulte el libre flujo biliar. 


La incisién que nosotros practicamos para 
intervenir en la vesicula biliar es la llamada 
pararectal derecha y, si lo encontramos ne- 
cesario, la ampliamos en su extremidad super- 
ior en forma de bayoneta con una incisién 
transversal paralela al reborde costal. Rara vez 
hemos tenido que usar la incision transversal 
unicamente, que puede tener ventajas y apli- 
cacién especial al intervenir sobre los canales 
biliares. 

La posicién conveniente del enfermo es in- 
variablemente la de Mayo-Robson; es decir, 
con la extremidad toraxica inferior levantada 
y el bajo vientre en un plano inferior. Esta 
posicién facilita la exposicién de la cara in- 
ferior del higado a la vez que tiende a recha- 
zar el intestino hacia abajo, descombrando el 
campo operatorio. 

Como detalles de técnica especial en las in- 
tervenciones sobre la vesicula biliar, tnica- 
mente haré hincapié en los siguientes: Expo- 
sicién perfecta del campo operatorio; Asepsia 
absoluta, teniendo presente que se opera en 
érganos con cavidades y contenidos infectados 
la mayor parte de las veces. En la Colecistos- 
tomia vaciar la vesicula antes de cerrar la 
cavidad, para permitir su exploracién y poder 
estar seguros de que no existen calculos. El 
vaciamiento debe hacerse de preferencia por 
medio de succién mecanica y de no poder dis- 
poner de este aparato entonces debera usarse 
un trocar de regular tamafo conectado a un 
tubo de goma que permite el vaciamiento sin 
peligro de contaminacién del campo operatorio 
(Ochsner). El.drenaje de la vesicula, una vez 
fijada ésta a la pared abdominal, debe asegu- 
rarse ampliamente por medio de una sonda o 
tubo grueso que permita la libre salida de la 
bilis, que muchas veces es sumamente espesa 
y dificil de drenar esponténeamente. Ochsner 
aconseja el drenaje por medio de gasa unica- 
mente, que se retira después de 6 a 8 dias y 
que segun él] tiene la ventaja de prevenir las 
hemorragias de la mucosa vesicular, asi como 
asegurar un drenaje perfecto por capilaridad. 


323 


De cualquier manera que se drene, las indi- 
caciones esenciales que deben llenarse son; el 
buen funcionamiento y prolnogacién suficiente 
del drenaje. 


En la Colecistectomia, la técnica ideal es in- 
dudablemente la llamada retrégrada y sola- 
mente detalles o dificultades del caso pueden 
forzar al cirujano la directa o comenzando del 
fondo hacia la pelvisilla vesicular. Los puntos 
principales de esta intervencién son: reseccién 
total de la vesicula sin dejar parte de la pel- 
vis‘lla infectada que podria ser causa del fra- 
caso terapéutico operatorio; ligadura del canal 
sistico suficientemente alejada del colédoco 
para no correr peligro de fistulizar este canal, 
por acodadura. Esta ligadura debe hacerse sin 
hacer traccién o estiramiento y viendo clara- 
mente el campo operatorio, principalmente el 
colédoco. De ser posible debe procurarse ligar 
separadamente la arteria y el canal cistico. 

Esta operacién, cuya indicacién esta actual- 
mente restringida, debe terminarse siempre 
con un examen cuidadoso del colédoco y la co- 
locacién de un pequefio dren que hace las veces 
de valvula de seguridad. El drenaje se puede 
colocar siguiendo la técnica de Kehr, brillante- 
mente expuesta por el Prof. Texier y que con- 
siste en hacer un canal suturando uno a otro 
los colgajos peritoneales desprendidos de la 
visicuula biliar; en el interior de este canal se 
coloca el dren, que funciona perfectamente y 
estaré idealmente aislado por peritoneo del 
resto de la cavidad peritoneal. 

La gravedad de estas intervenciones es esti- 
mada en su mortalidad por el Prof. Pauchet 
como sigue: Colecistostomia o Colecistectomia 
por calculos de la vesicula tnicamente, sin 
icteria, mortalidad 0.5 p. 100. La mortalidad 
aumenta rapidamente en relacién directa con 
lo antiguuo del padecimiento y las manifesta- 
ciones de insuficiencia hepatica y renal, pu- 
diendo elevarse hasta mas de 50 p. 100. 

Coledocotomia (Judd). El canal colédoco 
cuyo diametro es mas 0 menos uniforme en 
todo su trayecto, en su ultima porcién sufre 
primeramente una dilatacién ampular (Am- 
pula de Vater), seguida de un angostamiento 
al vaciarse en el duodeno que forma la 
llamada papila de Vater. Su didmetro interno 
en la papila es de un promedio de 3 a 5 m. m. 
y en la 4mpula de 1 c.m. Se comprende facil- 
mente que este dispositivo anatémico haga de 
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la porcién terminal del colédoco un lugar es- 
pecialmente favorable para que calculos que 
han sido movilizados bien sea de la vesicula o 
de las vias biliares superiores, puedan estan- 
carse y retenerse indefinidamente en esta por- 
cién terminal y constituir un factor de los 
mas importantes en la etiologia de las icterias 
por retencién, asi como nos da una idea clara 
sobre la conducta que el cirujano debe ob- 
servar en todos los casos de litiasis biliar, es 
decir, que jamas debe descuidar el examen 
metddico y minucioso del canal colédoco en 
toda su extensién; pero principalmente en su 


porcién terminal. 


La sintomatologia muy especial de esta 
complicacion de la litiasis biliar, debe hacer 
sospechar de antemano al cirujano la existen- 
cia de uno o varios calculos en la porcidén ter- 
minal del colédoco y entonces, mas que nunca, 
deberé hacer su examen con sumo cuidado, 
recurriendo sin vacilar a la abertura del colé- 
doco seguida del paso de una sonda hasta el 
duodeno. Cuando existe algun calculo retenido 
en la 4ampula de Vater se podra sentir facil- 
mente ya sea con la pura sonda o bien por 
deslizamiento hecho con los dedos contra de 


dicha sonda. En casos no raros de gran dilata- 
cién, este examen puede ser hecho intro- 
duciendo un udedo a través de una incisién 
suficientemente amplia. 


Con relativa frecuencia se presentan casos 
en los que el diagnéstico de litiasis biliar ha 
sido absolutamente correcto y en los cuales se 
habian practicado una, dos o mas interven- 
ciones (Colecistostomia, Colecistectomia, etc.) 
pero al persistir todos o la mayor parte de los 
sintomas por los cuales buscaron el auxilio del 
cirujano, se vieron sometidos a una nueva in- 
tervencién quirurgica, observandose en la 
mayoria de los casos, la retencién de uno o 
varios calculos en la 4mpula de Vater. 17.9 p. 
100 de los easos operados por padecimiento 
biliar, han sido encontrados con calculos en el 
colédoco (Judd). En autopsias verificadas en 
casos fallecidos a consecuencia de interven- 
ciones en la vesicula biliar, se encontraron 
calculos en el colédoco en una proporcién de 
61.3 p. 100 (Clute, Massachusetts Gral. Hos- 
_ pital). Wilkie encuentra calculos en el colé- 
doco en 18. p. 100 de los casos operados por 
litiasis vesicular. En general, se estima que 
en casos de colelitiasis hay 24% de probabili- 
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dades. de encontrar calculos en el colédoco. 

Se desprende, pues, la importancia capital 
de la exploracién cuidadosa del colédoco, para 
el enfermo, desde luego, y a priori para el 
prestigio del cirujano. 


Técnica de la coledocotomia.—Posicién del 
enfermo la de Mayo Robson. Es de suma im- 
portancia una buena exposicién del campo 
operatorio, lo que se consigue con cualquier 
incisién suficientemente amplia, bien sea para- 
rectal en bayoneta, transversal, etc. 

Después de rechazar las asas intestinales 
por medio de compresas grandes y preferente- 
mente humedas, se colocan los separadores y 
se descrubre completamente el canal colédoco, 
que muchas veces hay que desprenderlo lo 
numerosas adherencias casi siempre blandas, 
Cualquier lugar del canal puede ser incindido 
teniendo cuidado que la abertura sea siempre 
suficientemente amplia para facilitar su ex- 
ploracién y sabiendo que atin cuando la inci- 
sién sea grande su reparacién o sutura no 
presenta grandes dificultades, ni se expone 
tampoco a este conducto o estrechamientos 
cicatric‘ales. Cuando se puede sentir un cal- 
culo a través de las paredes, basta inmovilizar- 
lo con dos dedos de la mano izquierda y hacer 
la incisién encima de éste, agrandandola todo 
lo que sea necesario; cuando no es posible sen- 
tir ningun calculo, se colocan dos pinzas in- 
testinales de Allison que inmovilizan el canal 
y que facilitan grandemente la incisién. Una 
vez abierto, se seca cuidadosamente la bilis 
que escurre por la incisién y se procede a 
hacer el examen interior, por medio del dedo 
cuando la dilatacién lo permita y si esto no es 
posible, por medio de una sonda metalica o 
sensillamente con una pinza curva sin dientes 
que casi siempre se consigue pasar hasta el 
duodeno. Una vez que se ha encontrado el 
calculo, que como he dicho, generalmente 
esta alojado en la 4mpula de Vater, es cues- 
tién relativamente sencilla extraerlo por medio 
de una cucharilla roma, atin cuando sin em- 
bargo puede presentarse algun caso que esta 
maniobra no dé resultado y que force al ciru- 
jano a abrir el duodeno y hacer la extraccién 
del calculo a través de la papila. En casos 
crénicos, en los que la cabeza del pancreas 
esta inflamada y endurecida, es dificil sentir 
los calculos alojados en la 4mpula, y por ende, 
el cirujano no puede estar completamente s2- 
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guro de haber hecho su extraccién total; sin 
embargo, nunca se deben prolongar demasiado 
estas maniobras ya que el traumatismo, que 
seria la resultante, podraé ser de fatales con- 
secuencias desarollando estrechamientos y 
favoreciendo la infeccidén. 

Depués de la extraccién del cadlculo, la ma- 
‘niobra mas importante es el drenaje del canal, 
que se consigue perfectamente por medio del 
tubo en T de Deaver, cuyas dos pequefias 
ramas pueden ser introducidas con facilidad 
en la luz del canal, con lo cual se mantendra 
en posicién; pero de juzgarse necesario, se po- 
dra colocar un punto de seda en cada extremi- 
dad de la incisién. Las ventajas del drenaje 
por este medio son evidentes; no impide el 
paso de bilis hacia el duodeno cuando la in- 
flamacién del canal ha desaparécido o mejo- 
rado y cuando ésta subsista, se tiene segura la 
salida de la bilis al exterior; se puede inyectar 
por el tubo toda clase de liquidos incluso ali- 
mentos; la cicatrizacién del colédoco se veri- 
fica normalmente sobre las ramas del tubo sin 
tendencia a estrechamientos y la extraccién 
del mismo no presenta ninguna dificultad. 


La operacién se termina con la sutura de la 
pared, dejando un pequefo dren en la cavidad 
abdominal. 


Su mortalidad se estima en 6 a 7 p. 100 en 
casos norma‘es. Puede subir hasta 50 p. 100 
segun Pauchet, en casos crénicos de larga du- 
racién en los que el funcionalismo del higado 
y riién esté muy comprometido. Esta cifra 
parece algo exagerada de acuerdo con esta- 
disticas americanas. 

Existen ademas lo que pudieran llamarse 
operaciones plasticas en el canal colédoco y 
cuya técnica y aplicacién requiere una habili- 
dad y experiencia operatoria refinadas, pero 
que todo cirujano debe conocer y estar pre- 
parado para su aplicacién, dado que no es po- 
sible saber de antemano el procedimiento qui- 
rurgico que se vera obligado a realizar en un 
caso dado y debe tenerse presente siempre 
que lo inesperado puede presentarse. 

Estas operaciones son: la reseccién en man- 
go por estrechamiento anular, seguida de su- 
tura punta a punta, de técnica especialmente 
dificil y que puede ser substituida con la sec- 
cion longitudinal inicamente, seguida de la in- 
sercién y drenaje por el tubo en T. Cuando !a 
porcién resecada ha sido considerable y la 
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aproximacién de los dos cabos es imposible, se 
puede substituir esta porcién por un segmento 
de tubo de hule que se sutura o simplemente 
se inserta a los dos cabos del colédoco. Esta 
intervencién debe considerarse todavia como 
experimental y es criticada fuertemente por 
muchos cirujanos, quienes prefieren hacer el 
avocamiento del cabo central del canal directa- 
mente al duodeno. Ambas intervenciones son 
de técnica extremadamente delicada y dificil. 

En general se puede decir con Deaver, que 
en la cirugia del canal colédoco mas que en la 
de otro 6érgano cualquiera del cuerpo hu- 
mano, se debe seguir con todo rigor uno de 
los principios fundamentales de la cirugia: ‘ver 
claramente lo que se hace.” 

Pauchet estima la mortalidad de las inter- 
venciones sobre el colédoco como sigue: Cole- 
docotomia por calculos sin icteria 0.50 p. 100; 
con icteria reciente sin crecimiento del higado 
y miocardio normal 10 p. 100; con icteria pro- 
nunciada, higado grande, pulso rapido y orina 
escasa 50 p. 100. La mortalidad en las opera- 
ciones plasticas es sensiblemente mayor que 
en las coledocotomias. 

Estas cifras son demasiado elocuentes y 
ponen de manifiesto la necesidad evidente de 
la intervencién oportuna. 

Respecto a las anastomosis de la vesicula 
biliar o colecistoneostomias, se pueden veri- 
ficar con el estémago, duodeno, yeyuno y 
colon transverso. Su técnica en general es la 
misma que para las anastomosis intestinales y 
gastricas, bien sea por medio del botén de 
Murphy o suturas, au cuando las dificul- 
tades técnicas son mucho mas considerables, 
principalmente cuando la anastomosis se hace 
con el duodeno, que seria la intervencién que 
mas se pudiera semejar, por su resultado, al 
estado fisioldgico normal. La necesidad en 
este caso, de movilizar por desprendimiento 
el duodeno, para poder avocarlo al fondo de la 
vesicula, hace que esta intervencién sea muy 
peligrosa; tanto por la frecuencia de las he- 
morragias, como por el gran traumatismo a 
que se someten estos érganos, facilitando asi el 
aumento del shock operatorio y la posibilidad 
de infecciédn del peritoneo mortificado. 

Estas intervenciones se prectican rara vez y 
la mayor parte de los casos traduce un fracaso 
operatorio anterior. Su indicacién tinica actual- 
mente es el cancer de la cabeza del pancreas o 
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del canal colédoco. Su mortalidad muy ele- 
vada, esta en relacién estrecha con el estadc 
general del paciente y la habilidad y experien- 
cia del operador. Puede pasar de 50 p. 100. 

Un punto de capital importancia en la ci- 
rugia biliar, para la resolucién del cual el ciru- 
jano debe desplegar toda su experiencia y 
juicio clinico, asi como un conocimiento per- 
fecto del enfermo en lo que se refiere al estado 
funcional del higado, pancreas, rifiones y mio- 
cardio, es la seleccién del anestésico que debe 
ser usado. 

Todos los anestésicos por inhalacién son mas 
o menos téxicos, para el higado principalmente 
y después para los rifones y coraz6én, volvién- 
dose mas peligrosos todavia, cuando se trata 
de casos crénicos en los cuales estos érganos, 
los mas nobles quizds de la economia, han es- 
tado sometidos durante largo tiempo a la ac- 
cién de toxinas, producto de la infeccién e in- 
flamacién crénicas, que han comprometido en 
muchos casos de una manera permanente, la 
funcién de estos 6rganos, provocando en la in- 
timidad de sus parenquimas, cambios histoldégi- 
cos definitivos. 

Se impone, pues, la necesidad de escoger 
sabiamente el anestésico que pueda causar el 
menor perjuicio a estos érganos ya compro- 
metidos y que tenga las mayores probabilida- 
des de no volver mas grave todavia la inter- 
vencion quirurgica indicada. 

Por razones obvias, el cloroformo ‘debe ser 
descartado en todos los casos. 

E] éter, que es en general el mas usado, com- 
binado en muchos casos al Proto-éxido de 
Azoe, debe ser usado con precauciones, pro- 
curando administrar la dosis infirma; la aplica- 
cién preoperatoria de dosis regulares de mor- 
fina y atropina, disminuyen notablemente el 
consumo de anestésico. Sin embargo, hay que 
tener presente que también el éter es t6xico, 
especialmente contra el higado y que no se 
debe usar sino en casos en que no se disponga 
de otro anestésico mejor o que la urgencia de 
la intervencién—force al cirujano a echar 
mano de cualquier recurso disponible en un 
momento dado. Dos son los accidentes 0 com- 
plicaciones que directamente se pueden incul- 
par a la anestesia por el éter, tratandose espe- 
cialmente de las intervenciones biliares: La 
dilatacién aguda del estémago, posiblemente la 
mas frecuente, que con su aparicién y sintomas 
de tragedia, hacen temer al cirujano un desen- 
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lace funesto; pero que afortunadamente, ain 
cuando grave, son relativamente pocos los en- 
fermos que mueren como consecuencia directa 
de su aparicién, a condicién que se haga su 
diagnéstico inmediato y correcto, no confudi- 
endo sus sintomas con los de peritonitis aguda. 
La otra complicacién atribuible al éter es: la 
insuficiencia aguda del higado, proceso pa- 
tolégico complejo y polifacético, necesaria- 
mente mortal. 

La anestesia que se debe preferir en la ci- 
rujia biJiar es indiscutiblemente, la local a la 
Novocaina, combinada con el Proto-d6xido Nit- 
rozo, en los tiempos operatorios que requieren 
un silencio abdominal perfecto. Tengo la con- 
viccién firme que si no se usara en general 
otro método de anestesia, la mortalidad en 
estos casos bajaria sensiblemente, y la cirugia 
biliar recobraria el prestigio que le corre- 
sponde, no inculpando al acto operatorio los 
fracasos de la anestesia. 

En nuestra experiencia de los Ultimos afios, 
hemos usado con gran éxito quirurgico, la 
Abertina (Tribromo-etanol) como anestésico 
basal, combinado con pequefisimas cantidades 
de éter y algunas veces con el Amital Sddico. 
En casos biliares bien seleccionados, es decir 
relativamente recientes y en los que la fun- 
cién hepatica se conserva normal o casi nor- 
mal!, el uso de este anestésico es verdadera- 
mente recomendable por todos conceptos. En 
intervenciones que duren hasta una hora, la 
cantidad de éter administrada apenas si llega 
a 15 6 20 gr. y en algunos casos es mucho 
menor. 

En mas de 400 casos de toda naturaleza, en 
que hemos usado la Abertina, no he observado 
ninguna complicacién grave atribuible directa 
o indirectamente al anestésico. Sus ventajas 
son numerosas: accién prolongada, haciendo 
posibles las intervenciones mas dilatadas; 
marcha postoperatoria casi perfecta, faltando 
principalmente los fenédmenos de irritacién 
gastrica y hasta cierto punto los de paralisis 
intestinal; el descenso de la presién arterial es 
poco marcado y en muchos casos nulo; ausen- 
cia de complicaciones pulmonares, etc. 

Por ultimo es de recomendarse como una 
ayuda eficiente en la cirugia hepato-biliar, la 
aplicacién de un foco termdgeno constante 
sobre el higado, usAndose al efecto principal- 
mente, un aparato de diatermia, que mantenga 
el calor constante alrededor de 40 6 41 grados. 
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Por este medio se logra disminuir notable- 
mente el shock operatorio y a la vez se facilita 
la conservacién normal del complejo funcion- 
al hepatico. 

CONCLUSIONES 

1. Siendo las infecciones biliares un padeci- 
miento sumamente comun en México, es ur- 
gente una mayor cooperacién y un mejor en- 
tendimiento entre el Internista y el Cirujano, 
procurando cada cual deslindar con precisién 
su campo de accién, utilizando todos los medios 
que la Ciencia Médica pone actualmente a su 
aleance, para hacer el diagnéstico preciso y 
precoz del padecimiento; unico medio de evitar 
o disminuir complicaciones graves, muchas 
veces incurables y mortales. 

2. La cirugia precoz de la vesicula biliar 
es, probablemente, el tinico medio terapéutico 
capaz de curar definitivamente estos padeci- 
mientos y evitar la propagacién de la infeccién 
hacia los canales biliares, higado y pancreas. 

3. La Colecistectomia se debe practicar 
unicamente, en casos recientes de infeccién o 
de litiasis, y tan pronto como se tenga la con- 
viccién del fracaso del tratamiento médico, no 
dando tiempo, por consiguiente, a que la in- 
feccién se prepague. 

4. En los casos croénicos el drenaje quirtir- 
gico es el precisamente indicado. 

5. La gravedad de las intervenciones qui- 
rurgicas aumenta rapidamente con la anti- 
giiedad del padecimiento. 

6. Es de capital importancia escoger un an- 
estésico adecuado, debiendo conocer el ciru- 
jano el estado funcional del higado, pancreas, 
riiones y miocardio. 





CONCERNING THE SURGICAL 
TREATMENT OF THE IN- 
FLAMMATORY LESIONS 
OF THE BILIARY 
TRACT. 


IGNACIO CHAVEZ, M.D. 
Chief Surgeon 
Southern Pacific Railroad Company of Mexico 
Guadalajara, Mexico. 


(Translation by Editor.) 
In considering the achievements of biliary sur- 
gery during the past fifteen years, and the devel- 
cpments in the physiology and pathology of the 
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biliary tract, there are two facts of special inter- 
est. The first of these, of particular importance to 
us, may be stated in question form: Although we 
have favorable climatic, alimentary and hygienic 
conditions for the development of biliary infections 
and their sequelae, and although we do actually 
have them more frequently than the northern races, 
why do we treat so few cases surgically? The sec- 
ond fact has been the acceptance, abandonment, 
and re-acceptance of surgery as the proper method 
of treating biliary infection and its sequelae,—in- 
flammation and calculi of gallbladder and bile 
ducts. This paper will be devoted chiefly to a dis- 
cussion of these two points, closing with a brief 
description of surgical technic. 


There is little doubt that biliary infection is more 
frequent in our country than in those further north, 
This is partly due to the greater prevalence of in- 
testinal infections as you approach the tropics, but 
more especially to the general unhygienic condi- 
tions in Mexico, especially those associated with 
food and drinking water, which are so important 
in the etiology of biliary infection. The statements 
herein are based on personal observation, as I am, 
unfortunately, unable to offer statistical support. 
In lieu of local statistics, I will present some gath- 
ered from American and European authors, which 
will testify to the frequency of these lesions, and 
it is with real surprise that I have learned that 
these figures are even higher than among us. Gra- 
ham and his collaborators say that from 20 to 25 
per cent of adults have biliary calculi, and an equal 
percentage suffer from biliary infection without 
calculi, and that lithiasis is more frequent in men 
than in women in the proportion of two to five. 
Mentzer of the Mayo Clinic states that 21.67 per 
cent of adults have biliary calculi. Hansen’s fig- 
ures are 24.7 per cent. McGregor of New York 
gives the percentage as 32.5. On 1000 autopsies in 
Vienna, 32.5 per cent were found to have calculi, 
with 59.6 per cent showing cholecystitis and in 
41.8 per cent there was pathology in the biliary 
canals. Riesman found calculi in 25 per cent of 
his autopsies. 

With biliary lesions so extremely frequent, why 
are they not treated surgically by us, as they should 
be? There are various reasons for our failure to 
apply the accepted surgical principles which have 
developed out of the experience of the past twenty 
years. One of the chief difficulties is that of cor- 
rect diagnosis, both internists and surgeons being 
too little familiar with the symptoms. These usual- 
ly occur in the form of reflexes to various organs, 
especially stomach and duodenum, suggesting ulcer 
or one of the common disturbances called dyspep- 
sias. Dr. Smithies, of Chicago, one of my teach- 
ers, affirmed many years ago that 75 to 80 per 
cent of the cases diagnosed ulcer of stomach or 
duodenum and referred to him as a medical con- 
sultant he found to be suffering from biliary in- 
flammatory lesions with reflex symptoms referred 
to neighboring organs. The natural consequence of 
the difficulty in interpreting symptoms of biliary 
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inflammation must be erroneous diagnosis and in- 
efficient treatment. These patients are soon classed 
as chronic dyspeptics condemned to polypharmacy 
which relieves the symptoms without attacking the 
cause, until vital organs such as liver and pan- 
creas are invaded and it is then too late to give 
efficient relief. Numerous cases have been taken 
to the operating table for ulcer and found to have 
biliary lithiasis, a simple cholecystitis with inflam- 
mation extending into the ducts, or adhesions to 
stomach or duodenum from chronic biliary lesions. 


Why are errors in diagnosis and errors in treat- 
ment of such tremendous importance in infections 
of the biliary tract? This will become evident from 
a study of the progress of the infectious process 
in cholecystitis. The anatomico-physiological con- 
ditions in the gallbladder make it an excellent re- 
ceptacle for infection, and although denied by many, 
this infection can ascend from the duodenum by 
way of the common duct directly against the cur- 
rent. The infecting organisms can leave the vesicle 
and traverse the portal system, passing directly to 
the intestine from whence they are absorbed into 
the portal circulation, carried to the liver, eliminat- 
ed into the bile, reaching and re-infecting the gall- 
bladder, or being taken up by the numerous lymph- 
atics of the biliary canals. When we consider this 
constantly repeated cycle of contamination and in- 
fection, we must see that the eradication of this 
process is almost impossible with the therapeutic 
measures at our disposal. As the inflammatory cycle 
continues, the gallbladder wall becomes thickened, 
its infected contents are evacuated irregularly into 
the common duct, extending further and further 
into the biliary canals which, in due time, show the 
results of this infection. Depending somewhat on 
the relations between the canals and neighboring 
organs, the pancreas is first involved, then the liv- 
er and finally the periduodenul tissues, resulting in 
adhesicns which affect the function of duodenum 
and stomach. W. Mayo thinks that pancreatitis is 
found in 7 per cent of gallstcnes and in 27 per 
cent of common duct stones. 


When the infection has become widespread in this 
manner, how can we expect to cure it by medical 
means, or even by simple extirpation of the gall- 
bladder which was the origin of the trouble but is 
now no more than an area of localization in a wide- 
spread process? Both reason and experience have 
shown that it is impossible. Extensive studies in 
the pathology of biliary infections have shown us 
wherein are the faults of medical and surgical 
treatment, and what should be the correct pro- 
cedures. The internist who is too little familiar 
with the process of biliary inflammation, will fre- 
quently persist flor years in medical treatment 
which may give the impression of temporary im- 
provement, but he will finally be convinced that the 
patient is not receiving permanent benefit but is 
progressing unfavorably. The surgeon is then 
called and, frequently showing the same ignorance, 
will do a simple cholecystectomy, as if for calculus 
or gallbladder infection, and this also does not re- 
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sult in curing the patient. The internist has used 
poor judgment in postponing the surgery which 
alone could have cured the disease, and the surgeon 
uses just as poor judgment in adopting any course 
short of complete surgical cure. Then the internist 
accuses the surgeon of breaking down the clin:cal 
progress of the case and the surgeon accuses the 
internist of delaying too long. The result of this 
mutual recrimination is to distract attention from 
the clinical concepts and to delay the establishment 
of proper rules for treating biliary infections. 

The proper procedure on the part of the intern. 
ist is to give a reasonable time under medical 
treatment and then if marked improvement is not 
cbtained, to seek. surgical aid without further de- 
lay as the only certain method of obtaining cure 
and preventing serious extension of infection to 
biliary ducts, pancreas and liver. The surgeon, if 
the case is in an advanced stage when referred to 
him, should be aware of the complexity of the in- 
volvement and adopt those measures which modern 
surgery has made available. He should not expect 
to cure the patient by a simple brilliantly executed 
cholecystectomy, but must realize the importance of 
prolonged biliary drainage, either directly through 
the gallbladder by cholecystostomy, or by means of 
a choledochotomy, after previous removal of the 
vesicle and a minute examination of the common 
duct throughout its entire course. 

Although we know that biliary lithiasis can ex- 
ist in many cases without symptoms, both internists 
and surgeons agree on their pathological and clin- 
ieal significance. Absence of symptoms should not 
prevent the adoption of decisive surgical measures 
as coon as such a diagnosis is made; the demon- 
strated relation between lithiasis and cancer, the 
undeniable fact that calculi from chronic infection 
and the ever present danger of sudden acute ex- 
acerbations, make the indications for surgical treat- 
ment clear. Pauchet, with his usual clarity, points 
out that those who contend for delaying surgery 
in biliary lithiasis until symptoms occur are pro 
posing an eventual operation with a high mortality 
instead of a safe operation with a mortality of one. 
half of one per cent. 

To my mind the reasons why modern surgery has 
not made greater headway in the treatment of in- 
flammatory biliary lesions are: (1) The difficulties 
in diagnosis by inadequately prepared practition- 
ers; (2) the therapeutic errors of both internists 
and surgeons, errors so lamentable that we can 
safely say that in the entire field of medicine, there 
is no theme more impcrtant than this. 

It is well for us to bear in mind the evolution of 
the surgica! procedures in inflammatory biliary dis- 
eases, in direct and logical relation to the new <<r- 
ceptions of their pathology. During my interneship 
at the Augustana Hospital, from 1917 to 1922, ! 
was ab’e to observe what might be called the daw 
of biliary surgery. Prior to that time, during met 
ical studies and especially during four years it 
terneship in the Hospital Civil de Guadalajara ¥ 
to 1916, the surgery of the biliary tract was an Ul 
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known field and I had never observed such an op- 
eration. Imagine my interest and surprise on be- 
ginning my surgical interneship in 1917, under Pro- 
fessor Ochsner, to learn that surgery of the biliary 
tract was not only possible but was one of the most 
frequent operations performed in a general hos- 
pital. At that time, the usual operation was chol- 
ecystostomy, and very rarely was extirpation of 
the gallbladder done. The diagnosis was usually 
infected gall-bladder or lithiasis. As time passed, 
it was observed that cholecystectomies were in- 
creasing in number and cholecystostomies corre- 
spondingly decreasing. This was the result of con- 
stantly improved surgical technic and the concep- 
tion that the infected gallbladder should be treat- 
ed on the same basis as an infected appendix, by 
radical removal of the fecus of: infection and also 
on the assumption that neither of these organs was 
essential to a normally functioning organism. In 
this manner, cholecystectomy became the routine 
procedure, and only in such acute cases as made it 
necessary, was cholecystostomy done, especially 
when a great number of patients in whom the gall- 
bladder had not been removed began to return with 
the same symptoms and in more serious condition 
than before operation. 


The next stage was brought about by the brilliant 
era cf studies in the physiology and pathology of 
the gallbladder and biliary tract, which entirely 
upset the existing ideas of therapeutics by bring- 
ing a more perfect knowledge of the functions of 
these organs and a better conception of the patho- 
genic changes in the infections involving them. 
Surgical ideas underwent another change, based on 
these newer concepts, so that cholecystostomy came 
again to be more frequently practiced than chol- 
edystectomy, ard the surgery of the common duct 
was taken up by the modern surgeon. The chief 
object sought by the operative procedures came to 
be based on a conception of the spread of infection 
to the biliary canals and neighboring organs, which 
infection could be improved and often cured with 
restoration of normal function, by means of ade- 
quate and prolonged drainage. 


With this statement of general principles, I wish 
to outline briefly the surgical procedures actually 
employed in biliary infection and its sequelae,— 
lithiasis of the gallbladder and ducts, especially 
the common duct, without attempting detailed de- 
scriptions as these can be found in any textbook 
on surgery. 


The operations employed are (1) cholecystos- 
tomy; (2) cholecystectomy; (3) choledochotomy; 
(4) cholecystenterostomy (anastomosis of the ga!l- 
bladder or duct to stomach, small intestine or colcn; 
(5) so-called plastic operations on the ducts, such 
as resections, various incisions to correct defects or 
obstructions to flow of bile. 

The incision we use is the right pararectus., 
which is enlarged, if necessary, by a bayonet ex- 
tension along the right costal margin. At rare in- 
tervals, we use a single transverse incision which 
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has some advantages in work on the ducts. We have 
found the Mayo-Robson position the best for the 
patient,—with lower thorax elevated. This helps 
in exposing the under surface of liver and when 
retching occurs helps to keep the intestines out of 
the operative field. The special point in technic is: 
absolute asepsis, bearing in mind that we are deal- 
ing with organs which have cavities containing in- 
fected material. 

In cholecystostomy, empty the bladder before 
opening it, in order to facilitate exploration for 
calculi. Evacuation is preferably done by mechani- 
cal suction, and if no apparatus especially designed 
for this is available, it can be done with a trocar 
connected to a rubber tube, without contaminating 
the operative field (Ochsner). Drainage of the 
b'adder through the abdominal wall should be as- 
sured by a catheter or tube large enough to per- 
mit free passage of the bile which is often thick. 
Ochsner advised drainage by means of gauze which 
he removed after six or eight days and which is 
said to have the advantage of preventing hemor- 
rhage from the bladder mucosa and of promoting 
capillary drainage. By whatever manner drainage 
is secured, the essential indications are that it 
shall function well and be sufficiently prolonged. 


In cholecystectomy, the best technic is the so- 
called retrograde, starting at the fundus and work- 
ing toward the pedicle. The principal technical 
points are: total resection of the infected tissues; 
ligation of the cystic duct far enough from the 
common duct to avoid fistula into that canal; this 
ligature should be without traction or stretching 
and out of the operative field; if possible there 
should be separate ligatures for the artery and the 
cystic duct. The indications for cholecystectomy are 
limited, and the operation should always include a 
careful examination of the common duct and the 
employment of a small drain as a safety valve. 
This drain should be used according to the technic 
of Kehr, as explained by Prof. Texier, by con- 
structing a canal from the peritoneum of the gall- 
bladder; in the interior of this canal the drain is 
placed, where it will function perfectly and be 
iso'ated from the remainder of the peritoneal cav- 
ity. 

Choledochotomy (Judd): The common duct has 
an almost uniform size throughout, with an am- 
pullar dilatation near the distal end, followed by a 
narrowing where it empties into the duodenum in 
the so-called papilla of Vater. The diameter in the 
ampulla is about three to five centimeters and in 
the papilla about one centimeter. It is easy, there- 
fore, to understand how calculi which have formed 
in the upper biliary tract, can be retained indefi- 
nitely in this terminal portion and cause obstruc- 
tive jaundice; also why the surgeon should always 
carefully examine the whole common duct and espe- 
cially the distal portion. Whenever the symptoms 
are such as to suggest calculi in the terminal por- 
ticn of the common duct, great care should be taken 
to examine its distal opening, including the passage 
of a sound into the duodenum; if there is great 














330 


dilatation of the duct, it can be explored by the fin- 
ger through a suitable opening. 

Many cases have been observed in which one or 
more operations have been performed but the symp- 
toms persisted, and stones were found retained in 
the ampulla. Out of the cases operated upon by 
Judd for biliary pathology, 17.9 per cent had stones 
in the common duct. Clute, of the Massachusetts 
General Hospital, reports that of patients dying 
following biliary surgery, autopsies showed com- 
mon duct stones in 61.3 per cent. Wilkie found cal- 
culi in the common duct in 18 per cent of cases op- 
erated for cholelithiasis. In general, it is estimated 
that calculi will be found in the common duct in 
24 per cent of all cases of cholelithiasis, so that the 
great importance of exploration of the duct is quite 
apparent. 

Technic of Choledochotomy. Use the Mayo-Robson 
position. Use the incision which will give the best 
exposure. After the intestines are walled off by 
wet compresses, the whole common duct is then 
exposed, it being frequently covered by adhesions, 
usually soft. The incision should be enlarged, if 
necessary, to facilitate exploration, because however 
large the incision may be it can always be closed 
without danger of adhesions. When a calculus can 
be felt through the duct wall, hold it between two 
fingers of the left hand and make an incision over 
it, enlarging this as may be necessary. When cal- 
culus cannot be felt, immobilize the canal with two 
Allison forceps, incising between them. Carefully 
wipe away any bile that escapes, and then examine 
the interior of the canal with the finger if the lu- 
men is large enough; if not, by means of a sound 
or curved forceps without teeth, which must always 
be passed through into the duodenum. When cal- 
culus is found it is generally in the ampulla of 
Vater, and it is a relatively simple matter to ex- 
tract it with a blunt spoon: When this maneuver 
is not successful, the surgeon must needs open the 
duodenum and remove the calculus through the 
papilla. In chronic cases in which the head of pan- 
creas is inflamed and indurated, it is difficult to 
feel a calculus in the ampulla, and the surgeon 
may not then be able to feel certain of a complete 
extraction. However, he should not unduly prolong 
the operation nor do too much traumatism by break- 
ing down adhesions, thus inviting a fatal infection. 


After removal of the calculus the most important 
thing is the drainage of the canal, which can best 
be done by the T tube of Deaver, whose two small 
arms will maintain it in position in the canal; if 
deemed advisable, two strands of silk may be placed 
in each end of the incision. The reasons for this 
drainage are obvious, because if inflammation in 
the duct subsides passage of bile to the duodenum 
will not be impeded; but if this does not subside 
drainage of bile to the exterior will be provided 
for. Furthermore, one can inject through the tube 
all kinds of fluids and liquid foods. The healing 
of the duct over the arms of the tube usually oc- 
curs without adhesions and its removal is not diffi- 
cult. The operation is completed by suturing the 
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abdominal wall leaving a small drain into the ab. 
dominal cavity. The mortality of this procedure is 
estimated at 6 to 7 per cent in average cases. It 
rises to 50 per cent, according! to Pauchet, in 
chronic cases of long duration in which the fune- 
tions of liver and kidneys are greatly impaired. 
This figure appears large in comparison with Amer. 
ican statistics, 

There are also the so-called plastic operations on 
the duct which every surgeon should be acquainted 
with as he might have to use them in emergencies, 
although they usually require more than usual skill 
and a refined operative technic. Among these pro- 
cedures is the sleeve resection for annular constric- 
tion, the technic of which is very difficult, and for 
which can be substituted the simple longitudinal re- 
section followed by drainage with the T tube. When 
the resection has been considerable and the approx- 
imation of the extremities is impossible, a segment 
of tubing can be inserted and sutured in place, or 
simply inserted in the two ends of the common duct, 
This method is strongly condemned by many sur- 
geons, who prefer to anastomose the end of the 
duct directly to the duodenum. In general, we 
would say with Deaver that in surgery of the com- 
mon duct, as in surgery in any part of the body, 
we should observe closely one of the fundamental 
principles of surgery—‘See clearly that which you 
are doing.” Pauchet estimates the mortality in 
common duct operations as follows: Choledocho- 
tomy for calculus without icterus, one-half of one 
per cent; with recent icterus but without liver en- 
largement and with myocardium normal, 10 per 
cent; with pronounced icterus, enlarged liver, rapid 
pulse and scanty urine, 50 per cent. The mor- 
tality in the plastic operations is definitely larger 
than in choledochotomy. These figures are eloquent 
and emphasize the necessity for early intervention. 


Cholecystenterostomy: Anastomosis of the gall- 
bladder to stomach, duodenum, jejunum or trans- 
verse colon. The technic in general is similar to that 
for anastomosis of stomach and intestines—with 
Murphy button or sutures—except that the tech- 
nical difficulties are greater, especially when the 
anastomosis is to the duodenum, than they would 
be when the surgical procedure leaves conditions 
more nearly physiological. The necessity of mobil- 
izing the duodenum in order to carry it over to the 
fundus of the gallbladder makes this prcecedure 
very dangerous, both from hemorrhage and from 
the great amount of trauma which is required, thes? 
augmenting the operative shock and increasing che 
possibility of fatal infection of the peritoneum 


These plastic procedures are rarely necessary and 
are usually applicable only to cases suffering from 
previous operative disasters. The only actual indi- 
cation is cancer of the head of the pancreas or car- 


cer of the common duct. The mortality is very 
high and in direct ratio to the general condition of 
the patient and the skill and experience of the sur- 
geon. It is above 50 per cent. 
ANESTHESIA 
The selection of the anesthetic is of supreme in- 
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portance in biliary surgery. To the proper solution 
of this question the surgeon should bring all his ex- 
perience and clinical judgment, as well as an inti- 
mate knowledge of the patient, especially the func- 
tional condition of the liver, pancreas, kidneys and 
myocardium. . 

All the inhalation anesthetics are more or less 
toxic especially to the liver, but also to the kidneys 
and heart. They are more dangerous in chronic 
cases where these vital organs have suffered tox- 
emia over a long period, in many cases with defi- 
nite parenchymatous changes. It is essential to se- 
lect an anesthetic which will cause the least injury 
to these already damaged organs, and the least 
likely to increase the danger of the proposed surgi- 
cal procedure. 

For well known reasons, chloroform should not 
be used. 

Ether is quite generally employed, often com- 
bined with nitrous oxide, but it should be used with 
caution and in minimum quantity. The preopera- 
tive use of morphine and atropine definitely dimin- 
ishes the quantity of anesthetic required. There is 
no doubt that ether is toxic, especially to the liver, 
and it should not be used except in cases where no 
other anesthetic is available, and where the urgency 
of the case forces its employment. Two accidents 
or complications are directly attributable to the 
use of ether anesthesia, with special reference to 
biliary surgery. Acute dilatation of the stomach 
occurs frequently but fortunately is not fatal; it 
calls for an immediate and correct diagnosis so as 
not to confound the symptoms with those of acute 
peritonitis. The other complication attributable to 
ether is acute liver insufficiency, a complex patho- 
logical process which results fatally. 

The anesthetic which is preferable in biliary sur- 
gery is undoubtedly local (novocaine), combined 
with nitrous oxide in those cases which require a 
quiescent abdomen. I have the conviction that if 
we would not use any other method, our mortality 
in these cases would be definitely decreased, and 
biliary surgery would recover a prestige which has 
been lost because of fatalities resulting from anes- 
thesia. 

In. recent years, we have used avertin with great 
success as a basic anesthetic, combined with the 
smallest possible dose of ether and, at times, with 
sodium amytal. In well selected cases of relatively 
recent development, in which the liver function is 
normal or nearly normal, the use of this anesthetic 
is highly recommended. In operations lasting more 
than an hour, when ether may be required, the 
quantity given is usually not more than 15 to 20 
grams, and often less. In more than 400 cases of 
all kinds in which we have used avertin we have 
seen no grave complication attributable, either di- 
tectiy or indirectly, to the anesthetic. It has nu- 
merous advantages: prolonged action; greater re- 
laxation of operative incision; postoperative course 
nearly perfect, without gastric irritation or in- 
testinal paralysis; fall in blood pressure absent or 
slight; pulmonary complications absent. 
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Finally, as an efficient aid in surgery of the liv- 
er and bile tract, the application of heat over the 
liver is recommended, preferably by diathermy, 
maintaining a constant temperature of 40 to 41 
degrees. This diminishes the operative shock and 
helps to conserve the functional capacity of the 
liver. 

CONCLUSIONS 

1. Biliary infections are common in Mexico and 
their proper management requires the close coop- 
eration of internist and surgeon, since this field de- 
mands every resource that scientific medicine has 
to offer, in order to make a precise diagnosis and 
to prevent or diminish grave complications which 
many times are incurable and fatal. 

2. Correctly applied surgery is probably the 
only effective method of curing these ailments and 
stopping the spread of the infection to bile ducts, 
liver and pancreas. 

3. Cholecystectomy should be used only in recent 
cases of infection or in lithiasis. It should be used 
promptly as soon as it becomes evident that med- 
ical treatment has failed, without giving time for 
the infection to spread. 

4. In chronic cases, surgical drainage is the 
method of choice. 

5. The gravity of the surgical intervention in- 
creases rapidly in direct ratio to the age of the 
pathology. 

6. It is of the greatest importance to select the 
proper anesthetic and for the surgeon to have ac- 
curate knowledge of the functional condition of liv- 
er, pancreas, kidneys and myocardium. 


TETANY FROM HYSTERICAL 
HYPERPNEA. 


— 


T. GORDON REYNOLDS, M. D. 
Esperanza, (Son.) Mexico 





A surprisingly large number of so-called 
emergency night calls are to attend young 
women who are having fits of hysterics. Usual- 
ly the patient is surrounded by frantic rela- 
tives and sympathetic friends who are doing 
all they can to excite her more. 

The object of this report is not a discussion 
of the neurotic instability which is found in 
people subject to hysterical attacks, but to 
point out the pathological physiology involv- 
ed, and to suggest a method of treatment 
which has proved highly effective in my ex- 
perience. 

The following case report is chosen because 
the patient was a rather phlegmatic individual 
to outward appearance, and the case was di- 
vested of practically all the neurotic symp- 
toms complicating the average case. 
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Male, age 23, married; occupation, student nurse. 

Complaint: For the last five or six nights has 
awakened with a sensation of extreme shortness of 
breath. He insisted that he had to be carried out 
dcors to breathe. Nurses reported that he presen*- 
ed a sort of tetanic convulsion, the pulse ceased, he 
lost consciousness, and his condition appeared 
alarming By the time a doc‘or had arrived the at- 
tack had passed and the patient appeared quite 
calm. 


His past history was uninteresting except that 
he had been told by two or three doctors that he 
had a mitral murmur. However, he had been work- 
ing for the past two or three years at unusually 
’ hard physical labor without the slightest symptom 
of palpitation, shortness of breath, or swelling of 
the ankles. 

Physical examination immediately after the at- 
tack showed the blood pressure to be 130 systolic, 
diastolic questionable; there was a moderately loud 
systolic murmur. The apex beat was inside nipple 
line. Pulse below 100. Respiration of modified 
Cheyne-Stokes type. 

After having my rest disturbed several times I 
felt fortunate when he said, one night, “I feel an- 
other attack coming on.” Thereupon in less than 
a minute a severe hyperpnea ensued. The skeletal 
musc'es became tense and the hands assumed the 
typical position seen in tetany, being fixed at the 
wrists and metacarpophalangeal joints with the 
phalangeal joints extended. The extremities became 
cold and it was impossible to locate the pulse due 
to muscular rigidity, but the heart sounds at the 
apex were increased in strength and slowed in rate. 
The face became strikingly distorted and the pa- 
tient seemed unable to talk. The diagnosis became 
apparent. He was instructed to hold his breath and 
in about thirty seconds there followed a relaxation 
of the muscles and a return to normal except for 
eccasional periods when there was some shortness 
of breath. 

Laboratory Findings: Urine taken immediately 
after the attack was strongly alkaline. Ammonia- 
urea ratio showed ammonia decreased to about one- 
half normal. Sugar and albumin were negative. 
Alkali reserve by Van Slyke method, taken six 
hours later, showed 32 cc. carbon dioxide per 100 
ee. of blood. 

CASE No. 2. A young woman was admitted to 
the hospital suffering from repeated convulsions. 
She had been in a slight automobile accident a few 
hours before in which no one had been hurt. She 
would precipitate the attack by crying, swinging 
her arms, and clutching her chest. Thereupon ap- 
parent dyspnea would ensue with tetanic spasm of 
all skeletal muscles. She would apparently lose 
consciousness and breathing would stop. Muscles 
wou'd relax, consciousness would return, but spon- 
taneous breathing would not return until cyanosis 
had developed. After a period of modified Cheyne- 
Stokes’ respiration and sighing, breathing would 
assume a normal character until the patient began 
to think about the accident again. After one or two 
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partially successful attempts on the patient’s part, 
she was able to deminate the shortness of breath 
and no further attacks ensued. No laboratory work 
was done as the patient was discharged, walking 
four hours after her admission. 


The consideration of the pathological physi- 
ology in these cases takes us back to the vari- 
ous mechanisms involved in maintaining the 
hydrogen ion concentration of the body at its 
constant level.. The so-called buffer substanc- 
es are weak acids, such as carbonic and acid 
sodium phosphate, and weak bases such as 
sodium bicarbonate and sodium dibasic phos- 
phate in the blood and body fluids which help 
physically to prevent fluctuations in Ph value. 
Van Slyke’ and Henderson’ point out that the 
molecular concentration of carbonic acid and 
sodium bicarbonate in the blood is in the ratio 
of one to twenty, for practical purposes in es- 
timations of acid base balance in the blood, 
other substances can be disregarded. The hy- 
drogen ion concentration in the blood is then 
directly proportionate to this ratio. Since the 
hydrogen ion concentration (OH) in such a 
solution as the blood is very low, in the region 
of 3.5 times 10-", or 0.000,000,000,035 N solv- 
tion of acid, (corresponding to Ph 7.45), the 
ratio could fluctuate considerably and still 
leave the blood very weakly acid or alkaline. 

The body constantly strives to maintain this 
ratio at a very constant level. Since the hy- 
drogen ion is the true respiratory stimulant, 
respiration is the first mechanism to be 
brought into play in any change in the acid 
base balance. For example, exercise increas- 
es carbonic acid in the blood, raising the car- 
bonic acid-bicarbonate ratio and in turn the 
OH. Respiration increases and lowers the al- 
veolar carbon dioxide tension which, in turn, 
lowers the carbonic acid in the blood to its 
normal level. Fixed acids as diacetic or hydro- 
chloric, may deplete the alkali reserve thereby 
changing the ratio possibly to 1/10 instead of 
1/20. Due to increased OH, respiration would 
be qu‘ckened sufficiently to lower and main- 
tain the carbonic acid at a point lower than 
normal but keeping the ratio in the vicinity of 
1/20. At the same time the kidneys would be 
eliminating as many acid radicals as possible 
combined with ammonia and acid salts, chief 
of which is acid sodium phosphate. Thus we 
find clinically that a condition of acidosis is 
usually shown by a decreased alkali reserve, 
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determined by Van Slyke method. Strictly 
speaking, however, an acidosis is an increased 
OH (hydrogen ion concentration) which may 
be found with a normal or even increased al- 
kali reserve. A normal alkali reserve is as- 
sumed when 50 to 60 cc. of carbon dioxide by 
the addition of a strong acid (Van Slyke’s 
method) can be extracted under vacuum from 
100 cc. of blood. 


In the case of tetany we find the opposite: 


condition prevailing. There is true alkalosis 
or decreased OH. Ordinarily this is thought 
of as being due to an excess alkali in the blood; 
but as has been shown relative to acidosis, the 
determining factor is the ratio between car- 
bonic acid and sodium bicarbonate molecules 
that determines the increase or decrease of 
OH and not the actual amount of either one 
taken independently. So in the case of alkalo- 
sis it may be present when the alkali reserve 
is normal or even markedly below normal. 

Hyperventilation of the lungs may be induc- 
ed voluntarily by crying, screaming or severe 
emotion. Also apparently at times certain vis- 
ceral sensations, as giddiness for example, are 
misinterpreted as shortness of breath with re- 
sultant hyperpnea. Hyperventilation causes an 
actual decrease in carbonic acid in blood and 
a relative sodium bicarbonate increase, there- 
by decreasing the OH and resulting in actual 
alkalosis. In its effort to reestablish the equili- 
brium the kidney eliminates the ammonia not 
being needed to carry away acid radicals. Af- 
ter compensation has been accomplished the 
alkali reserve is low as in diabetic acidosis, 
but for another reason. 

It becomes apparent that once the alkali re- 
serve has been thus reduced, a repetition of 
the tetanic convulsion can be brought on with 
a comparatively shorter period of hyperven- 
tilation than necessary in an individual: with 
a normal alkali reserve. That is, when the buf- 
fer substances are depleted the body is less 
able to compensate for changes induced by 
either addition or substraction of acid radicals. 

Examples of mild alkalosis from hyperven- 
tilation are common. Often patients complain 
of dizziness during a chest examination and 
muscle fibrillation may at times be heard with 
the stethoscope. It may frighten the neurotic 
patient. The trained gas anesthetist will rec- 
ognize symptoms of alkalosis at times from hy- 
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perventilation stimulated by oxygen lack. 

If hysterical hyperpnea continues until un- 
consciousness intervenes there is a compensat- 
ing apnea and the carbonic acid may have 
been so depleted that it does not accumulate 
with sufficient rapidity to stimulate respira- 
tion before oxygen lack demands a_ breath. 
This satisfied, there is another period of apnea, 
not so long, and so on until compensation has 
been accomplished. 

Treatment in the case of the young man was 
limited to a simple explanation of his condi- 
tion with instructions to hold his breath the 
next time he felt one of those “queer sensa- 
tions of shortness of breath.” Three years lat- 
er he stated that he had never had another at- 
tack of tetany although he had at times felt 
giddy and short of breath; but that upon hold- 
ing his breath it would be relieved. 

While tetany from hyperventilation is by no 
means the whole story in hysteria, yet when 
this phase of the condition is taken care of, it 
is found frequently, possibly due to restored 
self respect and confidence, that the patient is 
able to dominate the neurotic symptoms to a 
gratifying degree. 

REFERENCES 
1. Van Slyke: Jour. Biol. Chem., 1917 xxx. 
Van Slyke: Jour. Biol. Chem., 1918, xxxiii. 


2. Y. Henderson: Jour. Biol, Chem., 1920, xliv & 
xlv. 





FRACTURES 
(Especially of the Long Bones. ) 


FRANK T. HOGELAND, M_.D., F.A.C.S. 
Hospital del Ronquillo, 
Cananea, Mexico. 


(Read before the Santa Cruz County Medical 
Society.) 

I am not here to tell you how smart I am, 
nor to present a series of marvelous results 
obtained in fracture cases I have treated, but 
rather to endeavor to stimulate a greater in- 
terest and zeal in the careful and proper han- 
dling of those fractures of the long bones 
which are most frequently met with. 

In order to treat a fracture of a bone intelli- 
gently, we must know something of the struc- 
ture of bone, and also something of the heal- 
ing process in fractures; so, while it may seem 
elementary, I feel we should briefly review 
our anatomy. 
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A long bone consists of a shaft or diaphysis, 
and two extremities or epiphyses. The shaft 
is tubular, the central cavity or medullary 
canal of which is filled with yellow marrow, 
and the shaft itself is composed of dense or 
compact bone covered with periosteum which 
carries the blood vessels to nourish the bone. 
These blood vessels enter through Volkmann’s 
canals, which form the Haversian system, and 
ultimately reach the marrow itself. The wall 
of the tubular shaft is quite thick at its mid- 
dle, becoming thinner as it nears the epi- 
physes. The epiphyses are composed of can- 
cellous or spongy bone, surrounded by a layer 
of compact bone. In the interstices of the 
spongy bone is found the red marrow. Long 
bones are usually curved in two planes to af- 
ford greater strength and their epiphyses are 
generally expanded for purposes of articula- 
tion and attachment of muscles and tendons. 
Bone is a highly specialized form of connective 
tissue; in fact, it is calcified white fibrous tis- 
sue, modified structurally, until it becomes os- 
seous tissue. 


Now that we have a fairly good mental pic- 
ture of what a bone is, let us talk about the 
healing process of bone. The repair of a frac- 
tured bone is similar to that of damage to the 
soft tissues. The essential elements for osseous 
repair are the periosteum and cortical bone, 
as the osteoblasts or new bone cells are formed 
from them. There is usually a separation of 
the edges of the fragments of a fractured bone, 
and the periosteum is torn or separated from 
the compact bone; however, a portion of it gen- 
erally remains attached, to form the all im- 
portant periosteal bridge. The soft parts are 
damaged and more or less localized hemor- 
rhage occurs. As repair begins, this hemor- 
rhage is absorbed and replaced by connective 
tissue cells in the form of a plastic exudate, 
which unites with the osteoblasts from the 
periosteum and cortical bone to form the tem- 
porary provisional callus. At the same time, 
the medulla or central part of the bone helps 
matters materially by plugging the canal of 
the bone and forming what we might consider 
as an intra-medullary splint. This soft callus 
hardens and is replaced by actual bone in 
from twelve to sixteen days, the ossification 
being due to cells from the periosteum and 
cortical bone. The mass is covered by an “en- 
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sheathing callus” and has the appearance of 
a plumber’s wiped joint. By a process of con- 
densation and rarefaction, this “permanent 
callus” is reduced in size, until finally noth- 
ing remains but a layer of cortical callus on 
each side of the break, under the periosteum. 

This is indeed a beautiful theoretical pic- 
ture of the healing process and can be obtain- 
ed only when the fragments are exactly co- 
apted as in wounds of the soft parts when you 
get healing by first intention. Unfortunately, 
the exact coaptation of the fragments is the 
exception rather than the rule, and you get 
healing by second intention with imperfect 
alignment, its usual deformity and with limit- 
ed function. This brings me to the mechani- 
cal side of fractures. 

We may liken the long bones to levers, to 
which are attached the muscles which create 
a pull and counterpull, with the result that 
the fragments are more or less displaced from 
their normal positions. To get the displaced 
fragments into position and keep them so, tax- 
es one’s ingenuity to the utmost and calls for 
a fair knowledge of the power exerted by the 
muscles involved, and a peculiar aptitude in 
overcoming this power. 

To accomplish reduction we have the old 
method of extension and counter extension, 
the purpose of which is to tire out the muscles 
and reduce the shortening due to the frag- 
ments; until this is accomplished the frag- 
ments cannot be guided into apposition. Once 
they are in apposition, they will usually stay 
there if the part is fairly immobilized. 

As to the means of keeping the fragments 
in position there are the various types of 
splints of metal, wood, wire-mesh, and the 
moulded plaster. Personally, I prefer the lat- 
ter when properly applied, excepting, of 
course, in certain conditions where special me- 
chanical appliances are indicated, such as the 
Thomas and Jones splints for extension and 
the Carl P. Jones splint in cases of fracture of 
the surgical and anatomical necks of the fe- 
mur and in fractures of the pelvis. 

While we are on the subject of splints. How. 
many of us know just where to put our hands 
on the splints and materials we need to treat 
a fracture when we are called to meet the 
emergency? Very few, I would say. There- 
fore, I would strongly urge the use of the 
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“fracture cart” in hospital work, or a fracture 
closet or drawer in the office. Keep all your 
splints and fracture material, tools, etc., in one 
place; you will find it much more satisfactory 
than sending a nurse, assistant, or a member 
of the family safety pins, adhesive, pliers, 
plaster bandage, rope, pulleys or what not, 
while you fume and rage because you can not 
find them; and in the meantime you or some- 
body else has undone what you have already 
accomplished. 

In my opinion, there is no patented appa- 
ratus on the market which is a panacea for all 
fracture problems. I have seen several types, 
and I admit they are sound in principle and 
perhaps a nicety; but I believe the same thing 
can be done by the use of your brain, a little 
common sense and access to the machine, tin, 
carpenter or blacksmith shop. 

In fractures of the femur, I use skeletal trac- 
tion, with ice tongs, when not contra-indicated, 
in conjunction with a modified Thomas splint 
and the double Balkan frame built over an or- 
dinary hospital bed. 

I think the outstanding contra-indication to 
the ice tongs is a fracture just above the con- 
dyles with longitudinal fracture into the joint. 
In these cases the Steinman pin has its proper 
use, as it can easily be seen that, by aligning 
the fragments of the longitudinal fracture and 
transfixing them with the pin and using it to 
make traction with, the same as the tongs, 
there is very little, if any, chance of disturbing 
the already aligned longitudinal fracture or 
fractures. 

Now as to the internal fixation of fractures 
of the long bones. I agree that at times the 
reduction and maintenance of the fragments 
in position seems a hopeless task, especially 
the comminuted types; and one is immediately 
tempted to resort to bone grafts, bone screws, 
metal bands and plates and what not; but 
don’t do it until you have exhausted all your 
bag of tricks, as you are inevitably inviting 
more trouble than you already have. 

My choice of internal fixation materials, is 
the autogenous bone graft, devised by Albee 
of New York; and second, the oxbone screws. 
If you are smart and want to avoid malprac- 
tice suits, let the Lane’s plates alone. In the 
oblique and spiral fractures, the Asa Collins 
band has its rightful place. 
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A word as to the supervision and after care 
of fracture cases. To me this is all important, 
as no matter how perfectly the fracture has 
been reduced or how well the perfectly adapt- 
ed splint has been applied, neglect in daily 
checking of the position of the fragments, the 
condition of the limb itself and the general 
condition of the patient will, in a good many 
instances, produce a poor or even disastrous 
result, 

A portable x-ray unit for bedside examina- 
tion of fractures is most useful in*this matter 
of checking, and no one engaged in extensive 
fracture work should be without one. 

The age and general health of fracture cases 
should receive careful consideration, especial- 
ly those suffering from syphilis for its effect in 
producing non-union, and tuberculosis for its 
debilitating and wasting effect; especially, as 
these cases are confined to bed, without exer- 
cise and with insufficient sunshine and fresh 
air for unusually long periods of time. There- 
fore, proper treatment of these conditions 
should be instituted at the beginning. I have 
a standing order in my hospital for 30 grains 
of potassium iodide daily in all fracture cases. 

The attitude of the patient towards treat- 
ment must be considered; very often, the dif- 
ference between a good and bad result depends 
upon his help or hindrance. It is surprising 
what a little heart to heart talk and a simple 
explanation of what you are trying to accom- 
plish will do for an unruly fracture patient. 

After you have gotten what you think.is a 
good result and you are ready to discharge 
your patient, I think it very important that you 
caution him about the strenuous use of the 
member, explaining that it has been seriously 
injured and should be favored for at least six 
months; and then have him report to you at 
the end of that period for your follow-up. 

Of the bad results in simple fractures that 
of non-union is the most pitiful. I have used 
preparations of parathyroid and lime and have 
also tried the intramuscular injection of blood 
serum from convalescing or recently recov- 
ered, healthy fracture cases, but with no defi- 
nite results. Autogenous bone grafts in non- 
union have given the best results in my hands. 

Alibis are not in order in fracture work; 
nevertheless, we do get bad results; sometimes 
this is the fault of the surgeon, sometimes due 
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to circumstances beyond the control of the 
surgeon and sometimes through the fault of 
the patient himself. When you get them, what 
are you going to do? Break up the union and 
try again? Personally, I should say no; pro- 
viding the functional result is at all worth 
while. You are again inviting trouble and 
grief. 

To summarize: Use your common sense and 
the knowledge you have, coupled with your 
aptitude for fracture work and you will usual- 
ly come out on top. If you do not have the 
above qualifications, let fractures alone and 
call for the help of some one more experienced 
and consequently more proficient. 





TREATMENT OF INFLAMMA- 
TIONS BY X-RAY 


W. WARNER WATKINS, M.D., A.C.P. 
Pathological Laboratory, 
Phoenix, Ariz. 


The medical literature contains references 
to the successful treatment of the following in- 
flammatory diseases and lesions by roentgen 
therapy: 

Actinomycosis. 

Adenitis, acute and chronic. 

Angina: pectoris. 

Arthritis—deformans, 
rheal and tuberculous. 

Asthma (bronchial). 

Bronchitis, chronic. 

Bronchomycoses. 

Eye inflammations,—trachoma, vernal con- 
junctivitis, scleritis, corneal ulcers, uveitis and 
uveal tuberculosis. 

Fractures,—for non-union. 

Fungus infections. 

Goitre. 

Gynecologic inflammations. 

Gonorrhea—(chronic) arthritis, adnexal in 
male and female. 

Inflammatory lesions in general. 

Mastoiditis,——acute and chronic. 

Neuralgias and neuritis. 

Pneumonia,—unresolved. 

Raynaud’s disease. 

Pyogenic infections of all sorts. 

Sinusitis——acute and chronic. 


rheumatoid, gonor- 
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Skin inflammations,—Acute, as carbuncle, 
furuncle, cellulitis, erysipelas, onychia and 
paronychia. Chronic,—Sycosis, ringworm of 
the scalp, lichen planus, pruritus, favus, acne, 
keloid, lupus, granuloma annulare, prurigo, 
psoriasis, pompholyx, verrucae, clavus, ec- 
zema, rhinoscleroma, erythema induratum, tu- 
berculosis cutis and tuberculides, epidermo- 
mycoses. 

Tonsils,—hypertrophied or infected. 

Tuberculosis,—of glands, bones and joints, 
larynx, female adnexa, peritoneum. 

Ulcer, gastric and duodenal. 

Venereal ulcers and bubo. 


When an agent of such evident possibilities 
as the newly discovered x-ray was placed in 
their hands, it is not at all remarkable that the 
medical profession should begin to use it em- 
pirically in all sorts of conditions. Thus we 
find that the first decade following Roentgen’s 
discovery was given over to a trial and error 
method of investigating the effects of this mar- 
velous and penetrating ray. All sorts of lesions 
were treated and its effects naturally became 
first established in the visible lesions of the 
skin. By the end of the first decade of the use 
of x-ray, it had become evident that the rem- 
edy was a potent one, but a two-edged sword 
frequently cutting in an undesired direction. 
By 1905, not only had its ability to destroy 
malignant growths been proven, but its use in 
the inflammatory lesions of the skin, lymph 
glands and mucous membranes had become 
well established. Beginning with 1905, there 
is given below a chronological summary of 
the most important articles which discuss the 
use of roentgen rays in inflammatory lesions. 
This is not intended to be a complete or com- 
prehensive bibliography on radiotherapy in 
inflammations. After the first few years, the 
articles on dermatologic lesions and the arti- 
cles of a research nature are not listed. Only 
the papers of a clinical nature, reporting re- 
sults on treated patients, are given below. 
This list of papers is presented in this manner 
for several reasons: first, to give a general 
view of the growing experience in this field; 
second, to show how early roentgen rays were 
used in treating inflammations and how per- 
sistently this has been continued; third, to 
demonstrate how tardily the profession ac- 
cepts new methods, even when their merit is 
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proven; fourth, to make it convenient for those 
desiring to consult the references to find them. 


1905 

1. Comroe (Amez. Med., June, 1905) summed 
up the “Present Status of Roentgen Ray Therapy in 
Dermatology.” After discussing the malignant skin 
lesions which are amenable to x-ray treatment, 
he says that “great benefit may be looked for in 
eczema, sycosis, tinea tonsurans, verruca, lichen 
planus, . . . localized pruritus, favus, etc. 

2. Boggs (Med. News, May 6, 1905), summar- 
ized the “Treatment of Mon-Malignant Diseases by 
X-ray,” and the rrincip’es which he laid dcwn are 
still excellent for present day methods. Among the 
lesions for which he said “x-ray is the most effi- 
cient therapeutic agent” are included acne and 
many other skin diseases, lupus (supplemented by 
Finsen light), certain tuberculous glands and se- 
lected cases of goitre. 

1906 


8. Comroe (N. Y. Med. Jour., Oct. 138, 1906) 
advocated use of x-rays in selected cases of neuri- 
tis. 

4. Ring (J.A.M.A., Sept. 29, 1906) made a very 
excellent presentation of “The Value of X-rays in 
Ocular Therapeutics.” Included in this was a very 
complete summary of the reports on the use of 
x-rays in trachoma. He recalled Mayou’s presenta- 
tion of the first case so treated, before the London 
Ophthalmological Society in 1902, and his subse- 
quent paper on the subject (Arch. of Roentgen Ray, 
January, 1903); he also quoted from other papers; 
(Stephenson and Walsh, Med. Press, 1903; Walsh, 
Lancet, No. 10, 1903, 237; Vassutinsky, Vratch, 
Jan. 8, 1905; Pardo, Gaz. de Ospadali, Milan, No. 
13, 1193; Geyser, Jour. of Adv. Ther., May, 1904). 
Ring also gave results of treatment of vernal con- 
junctivitis, chronic conjunctivitis, scleritis, episcle- 
ritis, corneal ulcers, uveitis, tuberculosis of con- 
junctiva, in all of which the evidence was flavor- 
able for its use. 

5. Anders, Daland and Pfahler (J.A.M.A., May 
19, 1906) wrote on “The Treatment of Arthritis 


Deformans by Roentgen Rays,” reporting two cases” 


in great detail. They cited the reports by Moser 
on gout and rheumatism (Centbl. f. chir., 1904, No. 
23, 712), and particularly the work of Sokolow who 
had treated acute and chronic rheumatism in chil- 
dren as early as 1897 (Vratch, 1897, No. 46). 

6. Coyle (Med. Electrol. & Radiol., 7: 139, 1906) 
wrote on “Odds and Ends of X-ray Work, Includ- 
ing Some Cases of Carbuncle.” 

7. Sklodowsky (Deutsches med. wochen., XXXII, 
32, 1906) reported treating a case of exophthalmic 
goitre with striking improvement. 

8. Faber (Hospita stidende, Copenhagen, XIX. 
No. 26, 1906), reported treating a case of intract- 
able trigeminal neuralgia with entire relief from 
pain. 

9. Schilling (Muchener med. wochen., LIII, 37, 
1906) made the first of a series of reports on 
“X-Rays in Chronic — Affections.” 


10. Ballin (N. Y. Med. Jour., Feb. 16, 1907) re- 
ported cure of a case of rhinoscleroma of 16 years 
standing, initiating the method which soon became 
almost specific. 

11. Edsall and Pemberton (Am. Jour. Med. Sci., 
Feb., 1907) reported five cases of unresolved pneu- 
monia treated with excellent results. 

12. Feldstein (N. Y. Med. Jour., Jan., 1907) 
summarized the results in “Treatment of Tubercu- 
lous Glands of the Neck by the Roentgen Ray.” The 
method had already become well established and 
was being successfully used by many roentgenolo- 
gists. 

13. Faber (Hospitalstidende, Copenhagen, Aug. 
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21, 1907) reported the successful treatment of four 
cases of simple goitre, eight cases of exophthalmic 
goitre, and seventeen cases of neuralgia (six show- 
ing no improvement). X-rays were by now being 
widely used in Europe for exophthalmic goitre. 

14. Freund (Munchener med. wochen., XLIV, 
No. 17, 1907) writing on “The Roentgen Treat- 
ment of Exophthalmic Goitre,” reviewed the ex- 
periences of about a dozen authors who had pre- 
viously reported on this therapy and reported five 
cases of his own. 

15. Immeiman (Berliner glin wochen., XLIV, No 
15, 1907) reported a series of ten patients treated 
according to Schilling’s method for chronic bron- 
chitis and bronchial asthma. 

16. H. W. Van Allen (J.A.M.A., Feb. 2, 1907, p. 
45) wrote an excellent paper on “Roentgen Rays in 
Treaiment of Lupus Vulgaris,” reviewing the work 
done in Europe, and gave his own results in fifteen 
patients, 80 per cent of whom were cured. 

17. Beaujard and Lhermitte (Semaine Medicale, 
Paris, XXVII, 17, 193) reviewed the previous re- 
ports of Raymond, Gramegna and Beclere in treat- 
ing syringomyelia and declared that this method 
had entirely modified the clinical history and prog- 
nosis of the disease. They added four more reports 
to the previous list of six. : 

1908 

18. Mason and Files in two separate articles 
(N. Y. Med. Jour., June 13, 1908) wrote on x-rays 
in pruritus ani. 

19. Cole (Jour. Ind. State Med. Assn., March, 
1908) reported his experience in “Treatment of Tu- 
berculous Glands and Goitre with Roentgen Rays.” 

20. Schwarz (Wiener klin. wochen., Sept. 17, 
1908) reported on the results in treating forty cases 
of exophthalmic goitre during the previous three 
years. Benefit on nervous system was marked in 
all, 36 had pulse reduced, 26 gained in weight, goi- 
tre reduced in 8, and exophthalmos improved in 15. 

21. Pfahler (N. Y. Med. Jour., Oct. 24, 1908) 
made the first of a continuous series of reports 
over 25 years, on “Results Obtained by X-ray 
Treatment of Exophthalmic, Goitre.” His conclu- 
sions drawn at that time have changed only to 
strengthen in emphasis during the quarter of a cen- 
tury of experience: (1) Decided improvement may 
be expected in about 75 per cent of cases. (2) Im- 
provement consists of an increase in weight and 
strength, and gradual disappearance of the Base- 
dow symptoms. (3) Some improvement should be 
noticed within a month, and after from 6 to 12 
treatments. (4) When this treatment is properly 
given there seems to be no danger, and Pfahler 
can see no objections to recommending trial of a 
month in all cases. 

22. Gottheil (J.A.M.A., Nov. 21, 1908) wrote 
on “‘X-ray Uises, Dangers and Abuses.” He claims 
to be an iconoclast, but his article is entirely sane. 
He advises the use of x-ray only by those thorough- 
ly familiar with the method; that it should not be 
used for lesions where there are other efficacious 
and safe remedies. He advises its use in lupus 
vulgaris, ringworm of the head and beard, in tuber- 
culosis, in mycosis fungoides, rhinoscleroma, keloid 
and acne ke‘oid, in all cf which no other remedy has 
given such good results. Dermatologists of 1934 
— read this so-called “iconoclastic” resume with 
profit. 


1909 
Rydygier (Berliner klin. wochen., Jan. 25, 
1909) reported his results in 14 patients with 
rhinoscleroma. 


23. 


24. Reyn (Hospitalstidende, Copenhagen, Sept. 
1, 1909) reported on “Roentgen Ray Treatment of 
Skin Diseases,” including 184 patients with eczema, 
only 17 of whom failed to respond favorably. 

25. Jorgensen ( Hospitalstidende, Copenhagen, 
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Dec. 9, 1909) wrote on “Roentgen Ray Treatment 
of Exophthalmic Goitre,” reporting rather unfavor- 
ably on the treatment of this lesion by x-ray. 

26. Sabouraud (Ann de Derm. et de Syph., 
Paris, July, 1909), the pioneer in the treatment of 
ringworm of the scalp by x-ray, reported his ex- 
perience of five years, during which time he had 
treated more than 2000 patients for this ailment. 
He discussed all phases of the disease and its 
treatment. 

27. Price (Pa. Med. Jour., Dec., 1908) wrote on 
“Roentgen Ray Treatment of Exophthalmic Goi- 
tre.” 


28. Macleod (Lancet, London, May 15, 1909) re- 
ported his experience since 1905 on “Treatment of 
Ringworm of the Scalp.” 

29. Adamson (Ibid) wrote on the same subject, 
describing Kienbock’s Technic. 

380. Rodman (Ky. Med. Jour., February, 1909) 
reported on “Roentgen Rays in Treatment of Tu- 
berculous Cervical Glands.” 

81. Buschke (Therap. der Gegenwart, Berlin, 
January, 1909), wrote on “Roentgen Ray Treatment 
of Venereal Ulcers.” 

32. A. L. Gray (J. A. M. A., May 1, 1909), writ- 
ing on “Some of the Possibilities and Limitations of 
the X-rays as Therapeutic Agent,” included inflam- 
matory diseases of the skin among them. 

83. A. H. Pirie (Med. Press & Circular, Lon- 
don, Apr. 7, 1909) wrote a general paper on “X-ray 
Treatment of Tuberculous Glands.” 

34. Holmgren and Wiman (Nordiskt Med. 
Arkiv., Stockholm, XVI, 1909) reported a case of 
syringomyelia a — 

1 

35. Kuchendorf (Deutches med. wochen., Berlin, 
May 26, 1910) reported successful roentgen treat- 
ment of two patients with exophthalmic goitre, one 
of whom had been operated upon with recurrence. 

36. Falta (Zeit f. klin. med., Berlin, Aug. 20, 
1910) wrote on the same subject. 

37. Leonard (Med. Rec., July 23, 1910) wrote on 
“Lupus, its Treatment by Roentgen Rays.” 

38. Granger (Jour. Adv. Ther., Sept., 1910) 
wrote on “Roentgen Ray Treatment of Rheuma- 
toid Arthritis.” 

39. Chas. F. Leonard.(J.A.M.A., May 14, 1910) 
writing on “Treatment of Tuberculous Cervical 
Adenitis,” laid down the principle which the gen- 
eral profession has been slow to learn: “It is, 
therefore, evident that roentgen treatment is the 
most effective method of treating tuberculous cervi- 
cal adenitis in all its varieties ,and that the best 
cosmetic and equally permanent results can be ob- 
tained in the early stages of the disease without 
operation.” 

40. Boggs (N. Y. Med. Jour., Feb. 19, 1910) 
wrote on “Treatment of Cervical Tuberculous 
Lymphadenitis and Tuberculous Dermatosis by 
X-ray.” 

41. Schilling (Munchener med. wochen., May 8, 
1910), again discussed “Roentgen Ray Treatment 
of Chronic Bronchitis and Bronchial Asthma.” 

42. Wilms (Deutsches med. wochen., Berlin, Feb. 
10, 1910) stated that he had found x-ray exposures 
all the treatment necessary in tuberculous process- 
es in the fingers, hand, foot, elbow and ankle in 
adults; he had also successfully treated laryngeal 
tuberculosis by x-ray exposures. 


43. F. Barjon (Lyon Chir., Lyons, Dec., 1911) 
reported on the treatment of inflamed and sup- 
purating cervical lymph nodes. 

44. Baisch (Berliner klin. wochen., Oct. 30, 
1911) reported exveriences in treating fungous 
joints lesions and tuberculous lymph nodes, 

45. Scott (Jour. Mo. St. Med. Assn, Oct., 1911) 
wrote on Roentgenotherapy of Goitre.” 
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46. Rydygier (Zentr. f. chir., Leipsic, Sept. 2, 
1911), reported again on “Roentgen Ray in Treat- 
ment of Rhinoscleroma. 

47. Nemenow (Arch. f. klin., chir., Berlin, Nov. 
25, 1911) wrote on same subject. P 

48. Bulkley (J.A.M.A., June 10, 1911, p. 1706) 
stated that the workers in this country had not se- 
cured the uniformly successful results in treating 
ringworm of the scalp as had been reported by 
Sabauraud, Macleod, Adamson and _ Kienbock, 
which caused him to visit England and France and 
observe at first hand the technic of the single dose 
epilation treatment. At the Downs School near 
London he found over 1000 patients had been 
treated in 1909 and 600 in the first six months of 
1910. In the London Hospital about 2000 patients 
had been treated by Sequiera since July, 1906, 
when the work started. The technic of producing 
epilation by exposure of five areas of the head, is 
described. 

1912 


49.Tousey (Med. Rec., May 10, 1912) wrote on 
“Case of Exophthalmic Goitre Cured by Roentgen- 
otherapy.” 

50. Manneberg (Wiener klin. wochen., Vienna, 
May 1, 1912) wrote on “Treatment of Exophthal- 
mic Goitre by Roentgenotherapy of the Ovaries.” 
He reported ten cases. Several radiologists now 
regularly use radiation to the ovaries as supple- 
mental treatment in roentgen therapy of toxic thy- 


roid. 
1913 

51. Neu (Deutsches Zeitschr fur. chir., Leipsic, 
February, 1913) writing on “Roentgenotherapy in 
Surgical Tuberculosis,” stated that experiences of 
sixteen years had established the efficacy of roent- 
gen treatment of tuberculous lymph nodes and proc- 
esses in bones and joints, in laryngeal tuberculo- 
sis and in tuberculous peritonitis. 

52. Newcomet (J.A.M.A., Nov. 8, 1918, 1744) 
reported three cases of Raynaud’s diseases healed 
by roentgen treatment. 

53. Levy (Zentrbl. f. chir., Leipsic, Jan. 25, 
1913) reported on healing actinomycosis by the 
same technic as for tuberculous lesions. 

54. Iselin (Deutsches med. wochen, Berlin Feb. 
13, 1913) reported his results in treatment of 300 
patients, since 1907, with glandular tuberculosis 
These were all ambulant patients. In 81 of them 
there was an associated —_ or joint tuberculosis. 


19 

55. Frankel (Zentrbl. f. chir., Leipsic, June 27, 
1914) reported eight cases of fracture in which 
— formation was enhanced by roentgen treat- 
ment. 

56. Oehler (Muhchener med. wochen., Oct. 6, 
1914) reported results in treating accessible surgi- 
cal affections, especially tuberculosis. 

57. Scaduto (Policlinico, Rome, Jan. 18, 1914) 
vane on “Roentgen Treatment of Surgical Tuber- 
culosis.” 


1915 

58. MacKee (J.A.M.A., Nov. 17, 1915, p. 1886) 
in writing on “Roentgen Treatment of Skin .Diseas- 
es” includes a section on inflammatory lesions, ad- 
vising its use in erythema induratum, granuloma 
annulare, prurigo, psoriasis, eczema, lichenification, 
pompholyx, tuberculosis cutis, lupus erythematosus, 
rhinoscleroma (for which he says it is a specific), 
c'avus, callositas and verrucae. 

E9. Dosseker (Therap. monats., Berlin, Aug., 
1915) wrote on “Roentgen Ray Treatment of Acne.” 

60. MacKee and Remer (Med. Rec., Aug. 7, 
1915) wrote on “Roentgen Ray Treatment of Ring- 
worm of the Scalp.” In spite of results obtained 
abroad and the apparently established technic (ref. 
48) these authors still said that the divided dose 
technic is usual in this country. 
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61. Kall (Munchener med. wochen., Munich, 
Oct. 19, 1915) writing on “Roentgen Treatment of 
Venereal Bubo” gave his experience of 18 months 
and advocates this method as the routine treatment. 

62. Araujo (Brazil Medico, July 8, 1915) also 
wrote on “The Cure of Venereal Granuloma under 
Roentgen Exposure.” 

63. M. Frankel (Med. klinik., Berlin, Feb. 21, 
1915), reported his experience in nine cases of frac- 
tures which would not heal; callus formation was 
brought about in all. 


1916 

64. Dunham (Am. Jour. Roent., May, 1916) 
wrote on “Treatment of Carbuncles by Roentgen 
Rays.” He recalls Coyle’s report of 1906 as the 
only reference in literature to the use of x-rays for 
this lesion. His own report covered 67 consecutive 
cases, his attention having been called to its value 
by Dr. Wainwright of Scranton, Pa., a surgeon. He 
stated that “nothing in roentgenotherapy gives 
such positive and uniformly perfect results as the 
treatment of carbuncles.” 

65. Skinner (Texas St. Med. Jour., Feb., 1916) ; 
Roentgen therapy in inoperable surgical situations. 

66. Ruggles (Calif. St. Med. Jour., Dec., 1916) ; 
Roentgen therapy in localized pyogenic infections. 


1917 

67. Kempster (Lancet, Sept. 15, 1917); 
gen rays and diseases of bacterial origin. 

68. Gerber (R. I. Med. Jour., Feb., 
Roentgenotherapy. 

69. Wilkinson (Southwestern Med., May, 1917); 
Roentgenotherapy. 

70. ‘Marchbanks (J. Tenn. M. A., Sept., 1917); 

1917) ; 


Roent- 


1917) ; 


Roentgen therapy in skin diseases. 
71. Soiland (U. S. Naval Bull., 
Roentgen therapy in skin diseases. 
19 


July, 


18 
72. Phillips (Lancet, March 23, 1918); 
gen therapy of female pelvic diseases. 


Roent- 


919 
73. Russ and others (Lancet, April 26, 1919); 
Experimental studies with small doses of x-rays. 
1920 


74. Van de Velde (Zentbl. f. Gynak., Sept. 4, 
1920); Roentgen therapy in adnexitis. 

75. Johnston (Jour. Okla. Med. Assn., 
1920); Roentgen ray in relation to surgery. 

76. Russ, Chambers and Scott (J. Path. & Bact., 
Dec., 1920); Effects of x-rays upon lymphocytes. 

77. Nakahara and Murphy (Exp. Med., Jan., 
192); Studies on x-ray effects, 

‘8 B-rr (Wis. Med. Jour, Sept., 1920); Roent- 
genothe~apv in dermatology. 

79. Weinberg (Arch. Int. med., May, 1920; In- 
fluence of exposure to roentgen ray on progress of 
tuberculosis. 

80. Klewitz (Munchen. med. wehnschr., March 
5,1920); Eff-cts of roentgen thcrapy in twelve dif- 
ferent internal diseases 

1921 

81. Murphv, Witherbee and others (Jour. Exp. 
Med., June, 1921); Effect of small doses of x-ray 
cn hypertrophied tonsils and other lymphatic 
structures of the nasopharynx. 

82. Prili-s & F'rkelstein (N. Y. Med. Jour., 
Oct. 19, 1921); Roentgen therapy in chronic dis- 
ease of the bones, joints and tendons. 

83. Erskine (J. Iowa M. Soc., June, 1921); Use 
of x-ray and radium in certain non-malignant con- 
ditions. 

Three articles on dermatology. 

84. Levin (J.A M.A., Sept. 17, 1921); Action of 
radium and roen’gen ray on normal and diseased 
lymphatic tissue. 

85. Mory (Munchen. med. wehnschr., Jan. 28, 
1921); Roentgen therapy of internal disease. 

86. Dempster (Jour. Mich. Med, Soc.,) Physi- 


Nov., 
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ological . action and therapeutic indications for 
x-rays. 

87. Ludin (Schweiz med. wehnschr., Nov. 24, 
1921); Roentgen therapy in internal medicine. 

In 1922 the study turned extensively to the bio- 
logic effects on blood, blood cells, tissues and or- 
gans, 20 articles appearing in that year, 39 in 1923, 
and 49 such articles in 1924. This was brought 
abeut by the coreepennne short wave therapy. 

1 


Eight articles on dermatology. 

88. Richards (Jour. of Radiology, July, 1922); 
Some of the less common uses of x-ray therapy. 
Almost every type of chronic infection will receive 
some degree of benefit from radiation, and in many 
the results are so definite as to appear almost spe- 
cific. Carbuncle, furuncle, onychia and paronychia 
almost always react satisfactorily. Chronic sinusi- 
tis, cystitis, otitis media, arthritis, neuritis and 
especia'ly tic doulersux are all benefited by x-ray 
therapy. 

89. Gocosman (Jour. of Radiol., July, 1922) re- 
ported on treatment of persisting infection in the 
mastoids, after operation; ten cases are described 
in all of which pain and discharge promptly ceased. 

90. Fried (Deutsche zeitschr. f. chir., Leipzig, 
Nov., 1922) gives the subsequent history of 13 pa- 
tients who had been treated by x-ray for exophthal- 
mic goitre. 

91. Kemp (ibid) wrote on Roentgen rays in 
subacute inflammatory processes. These included 
circumscribed peritoneal suppurative processes, fur- 
uncles, leg u'cers, See lung lesions. 

1 


92. Lewis (Ann. Surg., Nov., 1923) wrote on 
“Conservative Treatment of Carbuncles,” advocat- 
ing x-ray. 

Six artic’es on dermatology. 

93. Scuthard (Jour. Ark. Med. Soc., June, 1923) ; 
Roentgen therapy in treatment of bone tuberculo- 
fis and other conditions. 

Articles on burns and injuries, following the en- 
thusiastic application of massive doses of x-ray be- 
gan to appear in increasing numbers. There were 
38 in 1923 and 30 in 1924, 

94. Guarini (Riforma med., Oct. 1, 1923) Roent- 
gen treatment of infectious diseases. 

924 


Nine articles on dermatology. 

95. Hodges (Amer Jour. of Roent., May, 1924) 
reported again on “‘The Roentgen Ray Treatment 
of Carbuncles and Other Infections.” This report 
was based on nine large, sloughing carbuncles in all 
of which pain was promptly relieved and healing 
brought about. . 

96. Freund (Wien, klin. wehnschr., June 12, 
Fn Roentgen treatment of acute purulent affec- 
ions. 

97. Witherbee (J. Radiol. Jan, 1924) X-ray in 
various forms of infection. 

98. Withers (Am. Jour. Ophth., July, 1924) Val- 
ve of radiation therapy in ophthalmology. 

99. Schuck (Zentrbl. f. chir., June 28, 1924); 
Roentgen irradiation in inflammation. 

100. Heidenhain and Fried (Klin. Wcehnschr., 
June 17. 1924); Roentgen rays and inflammation. 

101. A’len (Jour. Iowa Med. Soc., May, 1924); 
Practica’ value of x-ray to eye, ear, nose and throat 
specialists. 

102. Figa (Sielo med., July 26, 1924); Roentgen 
therapy of infectious and parasitic diseases,—refer- 
ring especially to very small doses in supplemental 
treatment of malaria. 

1925 


Eirht articles on dermatology. 

108. Ross (J. Radiol., July, 1925) wrote on the 
trea*ment of hypertrophied and infected tonsils. 

104. Flaskamp (Deutsche med. wochen., Oct. 30, 
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1925) wrote on the treatment of inflammatory con- 
ditions of the adnexa by the production of tem- 
porary amenorrhea. 

105. Black and Black (Internat. J. Med. & 
Surg., Oct., 1925) reported on results in treat- 
ment of 13 cases of carbuncle, all successful. 

106. Gerber (J.A.M.A., Oct. 3, 1925) reported 
results in treating bronchial asthma and chronic 
bronchitis. 

107. Hodges (J.A.M A., Oct. 24, 1925), reported 
again on results in treating local inflammations, 
ee'lulitis and carbuncles. 

108. Howe (N. Y. S‘ate J. Med., Jan. 23, 1925) 
wrote on treating ten cases of bronchomycoses. 

109. Lenk (Med. klinik., April 17, 1925) report- 
ed his experience in more than 50 cases of gastric 
and duodenal ulcer, usva'ly old intractable cases. 

11. Albert (R. I. Med. Jour., June, 1925); X-rays 
in treatment of vario’s inflammatory conditions. 

111. Jarvis (Ann. Otol, Rhin. and Laryngol, 
925) wrote on roentgen rav therapv in non-surgi- 
cal treatment of ear. nose and throat diseases. 

112. Baensch (Arch. f. klin. chir., 135:567, 
1925): results after rcentgen therapy of surgical 
affections. 

113. Edwards (New Orleans M. & S. Jour., 
July, 1925); Roentgen ray therapy, including use 
in inflammatory conditions. 

1926 

Three articles on dermatology. 

114. Holzknecht (Amer. Jour. of Roent., April, 
1926) wrote on roentgen trea*ment of spontaneous, 
post-traumatic and pcstoperative coccus infections 
ard suppurations He re~i-wed the work or Heiden- 
hain and Fried begun in 1915 and concluded with 
this statement: “In the roentgen radiation of coc- 
cus inflammations, we are undoubtedly dealing 
with a great forward step in roentgen therapy, a 
step which extends far beyond the bounds of our 
limited fie!d. Practically all phases from parony- 
chia to facial phlegmors, from pneumonia to para- 
metritis, and all special fields will participate in 
it.’ 

115. Tsuzuki (Amer Jour. of Roent., August, 
1926) rerorted on experimental irradiation of the 
whole body with short wave x-ravs. His observa- 
tions aided in explaining the action of x-rays in 
inflammation. 

116. Lawson (Radiology, Feb., 1926) writing on 
treatment of pyogenic infection by x-ray, said “too 
much attention is given x-ray in malignancy and 
not enough to its anpvica‘ion to acute and chronic 
pyorenic infections.” 

117. Bauer (Munchener med wochen., April 17, 
1926) renorted: on 100 cases of acute and chronic 
inflammations treated bv Heidenhain’s method. 

118. Scheerer (Klin Monatsbl. f. Augenb., July- 
Augist, 1925) wrote on roentgen treatment of 
uveal tuberculosis, citing 36 cases, 3 with scleros- 
irg keratitis. 

119. Bergerhoff 


(S’ rahlentherapig, 
ports his experience in treating bronchial asthma 
by x-ray. 


1926) _ re- 


VPN Airmen & Ca'trrot ‘Jovr. d’rad‘ol. et 
d'e’ectrol., Paris. July, 1926), described technic of 
treating neuralgias by radiating roots of affected 
nerves. Report covered 67 cases of sciatica with 
11 failures; 41 cases of brachial plexus with 9 
failures. 

121. A discussion before the Section of Surgery 
cf the Rova! Academy of Medicine of Ireland, re- 
rorted in Larcet of April 17, 1926, brought out the 
fect that roentgen treatment of goitre gave about 
oa rercentage of permanent cures as surgery 

Oj}. 

122. Be'ot (Medicine, May, 1926) Radiotherapy 

of infectious processes. 
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123 Kingreen (Deutsche Ztschr. f. chir., 197:10, 
1926); Roentgen ray treatment in acute inflammea- 
tions; included carbuncles, furuncles, parulis, ery- 
sipelas and gonorrheal arthritis. 

124. Schuler (Munchener med. wochen., Sept. 
17, 1926); Roentgen irradiation of acute inflamma- 
tions. 

125. Lukowsky (Beitr. z. klin. chir., 136:554, 
1926) reported that out of 123 cases of inflamma- 
tion treated by x-ray, there was rapid healing in 
15, more rapid healing than usual in 57, no in- 
crease in rapidity in 15 and no improvement in 37. 
B-st results were obtained in carbuncles, furuncles, 
inflammation of inguinal glands, abscess of axil- 
lary glands and arthritis deformans. 

126. Waener (Streh'entheranic, 24:52. 1926) 
Roentgen therapy of inflammatory condi*‘ions in 
gvnecol:gy. Whenever conservative treatment of 
the inflammatroy process is indicated, small doses 
of x-ray should be used. Experience covers 350 
cases. In puerperal parametritis the results were 
one hundred per cent perfect; in gonorrheal infec- 
tions and diffuse peritonitis the results were good 
in 75 per cent of the cases. 

1927 

Sixteen articles on dermatology. 

127. Wagner (Strahlentherapie, Jan. 8, 1927); 
Radiotherapy in inflammatory conditions. 

128. Kraus (Med. klin., Feb. 18, 1927); Roent- 
gen treatment of in#!ammatory processes of the 
extremities. 

129. Fraenkel & Nissnjewitsch (Strahlenthera- 
rie, 24:87, 1926); On the roentgen treatment of 
surgical inflamma‘ory processes. 

130. Heidenhain and Pordes (Strahlentherapie, 
24: 1926, 3 articles); Roentgenotherapy and in- 
flammations. 

131. Archer (Va. med. mo. Jan., 1927); Roent- 
gen ray treatment of subacute infections. 

132. Levy and Golden (Amer. J. of Roent., 
Aug., 1927) wrote on the effects of x-ray on the 
heart in rheumatic carditis. 

133. Gerber (Radio’. Review, Sept., 1927); x-ray 
treatment of superficial pyogenic infections. 

134. Schaefer (Arch f. klin. chir., 146:394, 
1927); Effect of roentgen ray on inflammation. 

135. ‘Mittermaier (Deutsche Ztschr. f. chir., 
203-204:557 and 205:197, 1927); Experimental 
roentgen therapy and remote effects of roentgen 
ray treatment on inflammation. 

136. Freund (Klin. wehnschr ,- July 30, 1927); 
Roentgen therapy in inflammation. 

137. Solomon & Blvndeau (J. de radiol. et d’elec- 


Fried (Strahlentherapie, 26:484, 1927); 
Rceentgen therapy of acute suppurative inflamma- 
tions. 

139. Heidenhain (Zrtralbl. f. chir.. May ". 
1927); Roentgenotheranv of inflammation. 

1928 

17 articles on dermatology. 

140. Seeman (Beitr. z. klin. chir., 141:454, 
1927); Results with roentgen ray treatment of 
acute inflammations. 

141. Mittermaier (Ztschr. f. Hals, Nasen u. 
Ohrenh, 18:260, 1927-28); Roentgen treatment of 
inflammatory processes, esreciaJly of the mucosae. 

142. Guthmann (Klin. wehschr., June 24, 1928); 
Treatment of inflammations with x-rays. 

143. Aruffi (Actinoterapia, April, 1928); Pro- 
teintherapy and roentgen ray in acute infections. 

144. Fried (Acta radiol., 9:109, 1928); Roent- 
gen ray i-radiations of acute and subacute inflam- 
mations. 

145. Abbati (Radio'. med., Oct., 1928); Roent- 
gen therapy in inflammation. 
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146. Gabriel (Med. weit., March 26, 1927); 
Roentgen therapy of inflammation. 

147. Bardachzi (Strahlentherapie, 28:205, 1928) ; 
Roentgen therapy of inflammatory complications 
of scarlet fever. 

148. Levy & Golden (Amer. Heart Jour., Dec., 
1928); The treatment of rheumatic carditis by 
roentgen irradiation of the heart. 

1929 

27 articles on dermatology, mostly Grenz rays. 

149. Viethen (Jahrb. f. Kindern., Jan., 1929); 
Low voitage roentgenotherapy in acute inflamma- 
tions. 

150. Barbacci (Ajctinotherapia, Aug., 1928); 
Mechanism of effects of roentgenotherapy on pyo- 
genic processes. 

151. MacKenzie (W. Va. Med. Jour., Jan., 
1929) Use and abuses of roentgen rays in inflam- 
matory conditions. 

152. Carter (Radiology, Jan., 1929); Analgesic 
properties of roentgenotherapy. Refers to Desjar- 
dins’ paper in 1927. (Rad, April, 1927). 

158. Seisser (Strahlentherapie, XX:471, 1929); 
Value of roentgenotherapy in inflammation of the 
genitals. 

154. Rybak (Vrach. gaz., May 31, 1929); Roent- 
genotherapy in acute suppurative conditions. 

155. Businco (Radiol. med., June, 1929); Exper- 
iments with roentgenotherapy in inflammation. 

156. Pordes (Strahlentherapie, 33:147, 1929); 
Effect of roentgen irradiation on acute inflamma- 
tory conditions. 

157. Palugyay (Wien. med. wehnschr., July 20, 
1929); Indications and technic of roentgen treat- 
ment in acute and chronic non-specific inflamma- 
tion. 

158. Rosenberg (Am. Jour: Dis Ch., March, 
1929); Treatment of acute cervical lymphadenitis 
following upper respiratory infections, reporting 
80 cases. In 85 per cent the inflammation prompt- 
ly subsided, eight of them developing suppuration. 
It is the best treatment for this condition. 

159. Samuel (Sou. Med. Jour., June, 1929); 
Office treatment of pertussis. 

160. Andrews (Am. Jour. Surg., April, 1929); 
The treatment of boils and carbuncles. Specific 
abortifacient treatment by x-rays. 

1930 
31 articles on dermatology, many about Grenz 


ay. 

161, Hodges (Sou. Med Jour., March, 1930); 
Ra’ionale of roentgen therapy. 

162. Sulger (Chirurg., Dec. 1, 1929); New 
method of treatment of suppurative processes by 
roentgen rays. 

163. Freund (Klin. wchnschr., March 22, 1930); 
Origin of inflammation cells in connective tissue; 
disappearance under action of roentgen rays. 

164. Roth and Steiner (Cluj. med., Dec. 1, 
1929); Radiotherapy in acute inflammatory proc- 
esses. 

165. May (Radiology, April, 1930); 
therapy in acute inflammetory conditions. 

166. Fukase (Strahlentherapie, 36:92, 1929); 
Superiority of hard filtered roentgen rays in treat- 
ment of wound inflammation. 

167. Epstein (Strahlentherapie, 36:170, 1930); 
Valve of roentgen irradiation according to method 

Med. Jour., April, 


of Heidenhain-F ried. 

168. Chapin (Ill. 1930) ; 
Radiotherapy in non-malignant conditions. 

169. Higgins (Brit. Med. Jour., Dec. 21, 1929); 
Treatment by roentgenotherapy of commoner mi- 
crobic diseases. 

170. Poh'e (Wis. Med. Jour., July and Oct., 
1930); Principles of Roentgen therapy in surgery. 
Roentgenotherapy in pediatrics, ophthalmology, 


r 
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otology, rhinology, laryngolgy, neurology and psy- 
chiatry. 

171. Sussman (Am. Jour. Roent., August, 1930) 
reviewed the evidence for the use of radiation in 
controlling the pain of angina pectoris. He re- 
ferred to the following articles: 

Emery & Gordon (Am. Jour. Roent., 11:328, 
1924, and Am. Jour. Med. Sci., 170-884, 1925); Ef- 
fect of radiation on human heart. 

Langer (Am. Jour. Roent., 18:137, 1927); X-rays 
and autonomic nervous system. 


Ecker (Radiology 8:98, 1927); Cases of angina 
pectoris treated with x-rays. 

Desjardins (Radiology, 8:317, 1927); Analgesic 
properties of x-rays. 

Warthin & Pohle, (J.A.M.A., 89:1825, 1927); 
Effect of x-rays on the heart. 

Torbett (Am. Jour. Phys. Ther., 6:272, 1929); 
X-ray treatment of angina. 

172. Merritt & McPeak (Am. Jour. Roent., Jan., 
1930); Roentgen irradiation cf unresolved pneu- 
monia, with comment, “We offer the suggestion 
that radiation should be given in all cases showing 
definite roentgen signs of delayed resolution three 
weeks after onset.” 

1931 

18 articles on dermatology. 

173. Freund (Strahlentherapie, 40:333, 1931); 
Experimental bases for roentgenotherapy of in- 
flammation. 

174. Desjardins (J.A.M.A, Feb. 7, 1930, 401); 
Radiotherapy of inflammation. 

175. Henry (Radiology, Jan., 1931); Roentgeno- 
Seevey in chronic gonorrheal infection in the fe- 
male. 

176. Guilbert (Paris. Med. Jan. 24, 1931); Ac- 
tion of roentgen rays on pathologic tissues, post- 
inflammatory sequels and acute inflammatory re- 
actions. 

177. Zwerg and Wissmann 
wehnschr., Aug. 7, 1931); 
pyogenic infections. 

178 Fritsch (Med. klin., Aug. 21, 1931); Roent- 
genotherapy of acute and subacute inflammations 
in interna! medicine and neurology. 

179. Ibid (Aug. 7, 1931); Roentgenotherapy of 
acute and subacute inflammations in surgical and 
non-surgical conditions; review. 

180. Trestler (Il. Med. Jour., Aug., 1931); 
Roentzgenotherapy of ccnditions other than malign- 
ancy. 

181. Granger (New Orleans Med. & Surg. Jour., 
Aug., 1931); Treatment of infections of the mas- 
toids of infants when there is no sign of destruc- 
tion present, with fractional doses of roentgen rays. 

182. Floris (Radiol. med., April, 1931); Results 
in roentgen treatment of inflammatory lesions of 
the female genitalia. 

Floris’s report included, in addition to the uterine 
hemorrhages, tuberculous and non-tuberculous ad- 
nexitis, gonorrheal vulvo-vaginitis, endometritis, 
pyosalp’nx, puerperal parametritis and plastic pel- 
vic peritonitis. 

183. Dorne and White (Arch. Derm. and Syph., 
Sept., 1931); Radiotherapy in fungus infections. 

194. Schiller & Altschul (Strahlentherapie, 
41:755, 1931); Roentgen irradiation in surgical tu- 
berculosis. 

185. Martius (Strahlentherapie, Oct. 24, 1931); 
The treatment of tuberculosis of the female genital 
organs. 

186. Mathey-Cornat (Bull. et mem. de la soc. de 
radiol. med. de France, June, 1931); Successful 
rediotherapy of cases of pelvic peritoneal tubercu- 
losis in women, 

187. Dormann . (Strahlentherapie, XLII, 201, 
1931); Results of roentgenotherapy in tuberculo- 


(Munchen. med. 
Roentgenotherapy of 
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sis of bones and joints in the surgical clinic of the 
University of Kiel (1918-1927). 

188. Spies (Am. Jour. Roent., November, 1931) ; 
The roentgen ray treatment of experimental tuber- 
culosis. 

1932 

189. Neuschloss-Knusli (Roentgenpraxis, Dec. 
1, 1931); Roentgenotherapy of adnexal gonorrhea 
in man. 

190. Mathey-Cornat (Arch. d’electric. med., Oct., 
1931); Indications and method of roentgenotherapy 
of inflammatory conditions. 

191. Radu and Ackerman (ann. d’otolaryng, 
Jan., 1932); Roen*genotherapy of chronic suppura- 


tions. 
(Strahlentherapie, 43:401, 1932); 


192. Milani 
Radictherapy of inflammations. 

198. Lawrence (Memphis Med.. Jour., Jan., 
1932); X-ray treatment of acute inflammatory con- 
ditions. 

194. Van Ness (New Orleans M. & S. Jour., 
April, 1932); Roentgenotherapy of inflammatory 
and non-malignant conditions. 

195. Mathey-Cornat (Gynec. et obst., Aug., 
1932); Roentgenotherapy of certain inflammatory 
dis-ases; indications, technic and results 

196. Mi'ani (Arch. d’electric. med., Jan., 1932) ; 
Indications for radiotherapy of inflammations. 

197. Bucky (Fortschr. d. therap., Aug. 25, 1932); 
Roentgenotherapy of inflammation. 

198. Dabasi (Orvosi hetil., July 30, 19382); 
Roentgenotherapy of inflammation. 

199. Granger (New Orleans M. & S. Jour., 
Aug., 1932); Small doses of roentgen rays in in- 
flammatory conditions. 

200. Webs’er (Brit. Med. Jour., Oct. 8, 1932); 
Treatment of inflammatory conditions by radia- 
tion. 

201. Buhtz (Frankfurt Zeitschr. f. Path., 44:57, 
1932); Beneficial effects of roentgen rays on trau- 
matic inflammation. 

202. Liberson (Radiology, April, 1932); Gonor- 
rheal complica’ions in males; reports on 119 cases 
treated over a period of six years. Method was 
found uniformly effective in the painful heel due 
to periostitis, and somewhat less effective in gon- 
orrheal arthritis. Indifferent results in epididy- 
mitis, urethritis and adenitis. 

203. Schillinger (Radiology, April, 1932); Acute 
mastoiditis. The writer (an ctologist) after a series 
of 38 cases, makes the following conclusions: (1) 
Acute ma‘toidi‘is withovt bone destruction fre- 
quent'y resclves under x-ray treatment, after one 
or two exposures; (2) even with bone destruction 
it may still resolve; (3) even when operation is in- 
dicated, x-ray is a therapeutic agent of great value. 
Contraindications are outlined and are important. 

204. Pfahler (Radiology, May, 1932); Hyper- 
thyroidism. An excellent summary of the present 
status of radiotherapy in this condition. After 
quoting Krause, who collected 1342 cases from 31 
authors, with 82 per cent good results, Pfahler 
makes the report of his own 594 cases, of whom 
87.8 per cent were either cured or showed improve- 
ment to a degree which would be regarded as sat- 
isfactory after surgery. 

“When irradiation fails surgery can still be used; 
when surgery fails, irradiation can still be used. 
Medication and the advice of the internist are of 
va'ue in all cases, but there will remain a small 
number in which we all will fail.” 

205. Thorsness (Am. Jour. Roent., July, 1932); 
Effects o* roentgen rays on cyto'ogy and absorp- 
tion from experimental abscesses. 

206. D>rne and White (Radiolcgy. April. 1932) ; 
Superficial fungus infections. They claimed superi- 
oritv for the Grenz rays, but several radiologists, 
in the discussion, questioned this. 
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207. Menville (Radiology, 1932); Thyrotoxico- 
sis. A symposium with papers by Kunz, Richter, 
Bartlett, Elliott, Williams, Quigley, Walter, Anson 
and Ivy and Menville. Menville reported results 
from a questionnaire giving replies from 75 radi- 
ologists in 38 states, covering 10,541 cases treated 
by radiation. The percentage of cures averaged 66. 

208. Ross (Radiology, June, 1932); Radiation of 
mastoiditis; has been using this for 17 years, and 
makes report on 41 cases. 


1933 

209. Plichet (Presse med., March 4, 
Roentgenotherapy of inflammation. 

210. ‘So'omon, Gibert and Jaude (Bull. et mem. 
Soe. de radiol., February, 1933); Roentgenother- 
apy cf inflammation. 

211. Lammers (Nederl. tijdschr. v. geneesk , 
March 25, 1933); Roentgenotherapy of inflamma- 
tions. 

212. Keijser (ibid) ; 
flammations. 

213. Lcvin (Jour. Pediat., March, 1933); X-ray 
treatment of inflammatory conditions in childhood. 

214. Pohle and Ritchie (Radiology, Feb., 1933) ; 
Histo'cgical changes in skin wounds following post- 
orerative irradiation. 

215. Fried (Strahlentherapie, 47:672, 1933); In- 
dications for and limits of radiotherapy of inflam- 
mations. 

216. Von Kreninger Guggenberger (S‘rahlen- 
therapie, 48:103, 1933); Experimental studies on 
roentgen rays in infections . : 

217. Proto (Morgagni, Sept. 10, 1933); Experi- 
mental study of action of roentgenotherapy in in- 
flammation due to pyogenic organisms. 

218. Dyes (Strahlentherapie, 47:160, 1933); 
Principles of roentgenotherapy in inflammation. 

219. Wilcox (Texas State Med. Jour., Sept., 
1933); Radiation therapy in inflammatory process- 


es. 

220. Liebenam and Schonfeld (Monatschr. f. 
Kinderh , 58:104, 1933); Roentgen treatment of 
nonspecific inflammatory processes in Children’s 


Clinic, Leipzig. 
221. Van der Plaats (Nederl. tijd. schr. v. 
geneesk., May 6, 1933); Roentgenotherapy of in- 


flammation. 
(Proc. Staff Meeting, Mayo 


222. Desjardins 
Clinic, Oct. 18, 1933); Trend of radiotherapy; 


treatment of inflammatory lesions. 

223. Torbett (Texas State Med. Jour., Nov., 
1933) ; Roentgenotherapy as an aid in some chronic 
conditions, 

After its efficacy was proven, more than a 


decade passed before radiotherapy gained 
recognition as an accepted method of treating 
malignancy. Radiologists the world over had 
been curing cancers in all parts of the body 
for twenty years or more before the Lake Mo- 
honk Conference of the American Society for 
the Control of Cancer, in 1925, gave official 
recognition to radiotherapy on a footing equal 
to surgery as a method of treating malig- 
nancy. 

History is repeating itself and the same de- 
velopment is taking place with regard to the 
use of roentgen rays in treating inflammation. 
The evidence is not yet generally accepted, al- 
though it has been accumulating for more 
than thirty years, that roentgen therapy is 


1933) ; 


Roentgenotherapy of in- 
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valuable in a great variety of inflammatory 
lesions. Roentgenologists cannot be accused 
of pushing their ideas in this field with ex- 
cessive enthusiasm. When history has been 
written and we come to the eventual position 
of using x-ray therapy routinely in many in- 
flammatory conditions where it is now seldom 
even thought of, the thing about which we 
will wonder most will be the fact that we pos- 
sezsed this potent remedy whose efficacy was 
proven and repeatedly recorded over a period 
of twenty-five years, and neglected to use it. 
Then the radiologist will be accused of hiding 
his light under a bushel because he did not in- 
sist on a more general application of roentgen 
rays in infections. = 

The chronological review of the most im- 
portant articles appearing in the European 
and American medical journals, since 1905, 
is an almost dramatic demonstration of the 
tardiness with which the medical mind ac- 
cepts new ideas. There are one or two out- 
standing examples of this, which will serve as 
illustrations. 

CARBUNCLE 
(6, 64, 92, 95, 105, 107, 123, 160.) 

In 1906 Coyle reported the successful treat- 
ment of carbuncles by x-ray. For ten years 
no attention was paid to this until Dunham 
(1916) reported the successful treatment of 
sixty-seven consecutive cases, and drew the 
conclusion that “nothing in roentgentherapy 
gives such positively and uniformly perfect re- 
sults as the treatment of carbuncle.” In spite 
of this challenging statement, seven more years 
passed before the next report appeared. This 
time a surgeon (Lewis) in 1913, reported six- 
teen cases, only two of whom required any sur- 
gery whatever. Then in 1924, Hodges reported 
the treatment of nine large sloughing carbun- 
cles in ALL of whom pain was rfelieved in from 
six to twenty-four hours and ALL healed; he 
concluded that “every carbuncle should have 
roentgen therapy as soon as the diagnosis is 
made.” In the following year George Clinton 
Andrews, another surgeon, writing on car- 
buncle, said: “Roentgen therapy is almost a 
specific in lesions of the superficial type, caus- 
ing prompt relief of pain, softening and evacu- 
ation of pus and rapid recovery, and even in 
the deep type roentgen therapy is always of 
some benefit.” 

With this evidence, when the general pro- 
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fession does not yet accept roentgen therapy 
as the proven and preferable method of treat- 
ing carbuncle, using surgery only as an ad- 
junct, it is not remarkable that roentgen ther- 
apy is not recognized as valuable in other 
types of inflammation where the proof is less 
certain. We must continue to record results 
until overwhelming proof brings the inevit- 
ab'e change of attitude. 


TUBERCULOUS GLANDS 
(2, 12, 19, 30, 33, 39, 40, 54, also articles on in- 
fammation in general.) 
Much the same situation exists with regard 


to the treatment of tuberculous lymphadenitis. 
This was one of the earliest inflammations 
treated by x-ray, and the proof of its efficacy 
is mountainous. In 1905, when Boggs sum- 
marized the “Treatment of Non-Malignant 
Diseases by X-ray” he classed among the le- 
sions for which “x-ray is the most efficient 
agent” certain tuberculous glands, Hodgkin’s 
disease and selected cases of goiter. Of these, 
the general profession has accepted x-ray as 
the appropriate therapy for Hodgkin’s disease 
in which the prospect for curing the disease is 
almost nil, and has rejected it as the remedy 
of choice in tuberculous adenitis and toxic 
goitre in which permanent cures can be ex- 
pected from x-ray treatment in seventy-five 
per cent of the patients. The chronological 
bibliography will show in almost every year 
papers reporting results in treating tubercu- 
lous cervical adenitis until it would seem that 
the surgeon who elects surgical removal of 
such lesions in children, without first trying 
roentgen therapy, is guilty of something more 
than mere lack of information. 


HYPERTHYROIDISM 

(2. 7, 13,14, 20, 21, 27, 35, 36, 45, 49, 50, 90, 121, 
204.) 

With regard to the treatment of toxic goitre 
by x-ray the mounting proof of its efficacy has 
been obscured for a decade or more by the 
vociferousness of the more numerous and 
more strongly entrenched surgical specialty. 
The sound and fury of this has intimidated 
the radiologists until very recently, when a 
comprehensive survey of the field brought 
forth a wealth of proof that x-ray therapy can 
match percentages of permanent cures with 
surgery in exophthalmic and other forms of 
toxic goiter. This has emboldened the most 
timid of the radiologists until even the writer 
of this article is now prepared to take his 
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stand with his radiologic confreres and say 
that the toxic goiter patient is entitled to his 
choice of surgery or roentgen therapy, with 
the assurance that either will be equally cer- 
tain of bringing about a permanent cure. The 
differences are that surgery is quicker but 
has a definite mortality figure; roentgen ray 
is gradual over a period of months, but has no 
mortality danger from the treatment. 


One of the reasons for the reluctance to ac- 
cept the idea of x-ray being beneficial in in- 
fections was the fact, early demonstrated after 
Roentgen’s discovery, that the ray is not bac- 
tericidal. The superficial conclusion, there- 
fore, was that it could not benefit infections, 
because it did not kill the bacterial agent. 
Many research workers have given attention 
to this problem, and have developed many in- 
teresting facts. The summary of Desjardins is 
probably the best to be found in the literature: 


In attempting to analyze the action of the rays 
in inflammatory conditions several points must be 
taken into account. First, it is well known that in 
acute, localizing inflammations leukocytic infiltra- 
tion usually is an important feature, although this 
varies with different patients. It has also been 
thoroughly established that leukocytes, especially 
lymphocytes and polymorphonuclear cells, are the 
most radiosensitive of all cells. When a tissue or 
organ rich in lymphocytes is exposed even to a 
small dose of rays, a certain percentage of the cells 
are caused to degenerate. Such degeneration takes 
place very rapidly; indeed, sometimes so rapidly as 
to resemble a veritable explosion of the cells. It is 
also well known that radium or roentgen rays in 
ordinary therapeutic doses have little, if any, di- 
rect influence on pyogenic bacteria, or in fact on 
most bacteria. Consequently, it seems likely that, 
when an acute inflammatory lesion is exposed to 
irradiation, the first and main effect is destruction 
of a certain proportion of the infiltrating leuko- 
cytes. It might be thought dangerous to destroy 
leukocytes which nature has thrown around a clump 
of invading bacteria in order to protect the organ- 
ism from the infective process, but after having 
observed the effect of irradiation on a large num- 
ber of inflammatory lesions of different kinds I 
have never yet seen the slightest sign of deleterious 
effect. When the rays do not have a favorable ef- 
fect they do not have any effect at all. The only 
national explanation for this seems to be that de- 
struction of a certain proportion of the infiltrating 
leukocytes by the rays causes the liberation of anti- 
bodies, ferments, and other protective substances 
which the leukocytes may have contained, and 
makes these substances even more readily available 
for defensive purposes than they were when within 
the cells. 

The same process probably plays the major role 
in the action of the rays on chronic inflammations, 
but here other factors also come into play. Such 
lesions contain a variable amount of connective tis- 
sue and in some inflammations, such as tubercu- 
lomas and other tuberculous processes, degenera- 
tive products including caseous material and cal- 
cium in varying proportion often are present. This 
probably accounts for the fact that in chronic in- 
flammations larger doses are required and must be 
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repeated a number of times at suitable intervals in 
order to obtain maximal benetit. Doses varying 
between 50 per cent and 80 per cent of tolerance 
yield the best results. The degree of leukocytic in- 
filtration on the one hand, and the proportion of 
connective tissue and of degenerative products on 
the other hand, probably act in opposite directions 
with relation to the effect of the rays. If there is 
litt.e or no leukocytic intiltration and most of the in- 
flammatory products within the lesion have become 
thoroughly organized, the effect of the rays is slight 
or nil. On the other hand, if the lesion is treated 
earlier, when leukocytic infiitration is siiil present 
and when degenerative products have not yet 
reached an advanced stage, the effect of the treat- 
ment should be much greater, as we know it to be. 


In the writer’s experience, very few pyo- 
genic lesions are given the benefit of x-radia- 
tion, although the reports over a period of 
twenty years, especially from the great surgi- 
cal clinics of Europe are very favorable. Holz- 
knecht visited this country in 1926, by invita- 
tion of one of the national societies, and gave 
the report of the work done during the pre- 
ceding ten years in the clinic of Heidenhain 
and Fried and in his own clinic. He reported 
on 885 cases of spontaneous, post-traumatic 
and postoperative coccus infections, treated 
by x-ray, in which one-third terminated 
promptly by crisis, one-third terminated satis- 
factorily by lysis, and one-third showed only 
fair improvement or no results. Numerous re- 
ports will be found listed in the bibliography, 
all of them as favorable as this, and there 
seems to be little doubt about the favorable 
effect of x-rays in such lesions in a sufficient 
percentage of cases to warrant its routine use. 


DERMATOLOGIC INFLAMMATIONS 
(1, 16, 18, 22, 23, 24, 26, 28, 29, 32, 37, 46, 47, 48, 
58, 59, 60, 70, 71, 78 and numerous general reports 
on inflammation.) 


In addition to the acute infections localized 
in the skin, such as carbuncle, furuncle, cellu- 
litis, erysipelas, the range of use in chronic 
skin inflammations is wide. In ringworm of 
the scalp it is the specific remedy, and failure 
to use it is excusable only when a competent 
radiologist is not avaliable. The chronic skin 
diseases in which radiotherapy is the treat- 
ment of choice makes a long list. The writer 
would like to comment specifically on the ef- 
ficacy of this treatment in epidermophytosis, 
the fungus infection commonly known as “ath- 
lete’s foot” although it may occur on any part 
of the body surface. Dermatologic writers 
have not generally agreed that radiation is an 
efficient treatment of this lesion, but experi- 
ence of radiologists testifies to its efficacy in 
nine cases out of ten. 
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SURGICAL TUBERCULOSIS 

(42, 44, 51, 56, 57, 93 and articles on sargical 
lesions.) 

In addition to the glandular forms, both bone 
and joint lesions have been treated with suc- 
cess in many large clinics. The treatment of 
so-called surgical forms of tuberculosis is a 
siow process and should be carried out in 
close cooperation with other methods, such as 
heliotherapy and conservative surgical pro- 
cedures. lt is a mistake for the clinician or 
orthopedist to turn the patient over to the 
radiologist and depend upon a series of x-ray 
treatments to bring about healing in a bone or 
joint tuberculosis. Radiation can only be an 
adjuvant, but when so used and persistently 
carried through, it is valuable and may often 
mean the difference between failure and suc- 
cess in attaining results. 

ADNEXAL INFLAMMATIONS 

(72, 74, 104, 126, 175, 18z, 189, 202, and many 
arc.c.es on inf:ammation in generat.) 

Here again is a neglected field, in which 
radiation gives almost uniformly good results. 
The parametrial inflammations following puer- 
peral infection, gonorrheal salpingitis, the sec- 
ondary infections associated with malignancy 
in the pelvis, pelvic tuberculosis, are all amen- 
able to radiation. Pain is relieved, induration 
disappears, and the active inflammation sub- 
sides.. The deep adnexal inflammations in the 
male are also treated with great benefit. The 
favorable influence on prostatic enlargements 
recorded by several authors is probably due 
to the effect on the chronic inflammation rath- 
er than on the prostatic hypertrophy. 

ANALGESIC EFFECTS 

(3, 5, 8, 17, 34, 388, 120, 171.) 

The relief of pain in a great variety of con- 
ditions has been recorded so often and has be- 
come such a commonplace observation with 
radiologists that they have almost ceased mak- 
ing reports. Neuralgias, neuritis, the pain of 
arthritis, angina pectoris, syringomyelia, all 
have been relieved by roentgen ray treat- 
ments. The relief is so prompt and spectacu- 
lar in the very painful gonorrheal arthritis 
that the procedure can be used as a means of 
diagnosis from other joint lesions. The painful 
heel of gonorrhea is also promptly relieved by 
x-radiation, according to more than one auth- 
or. 


MASTOIDITIS AND SINUSITIS 
(89, 111, 181, 203, 208.) 


Many writers have recorded the beneficial 
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effects of roentgen therapy in both acute and 
chronic mastoiditis and sinusitis. Postopera- 
tive treatment of the infected mastoid which 
persistently drains is included in Holzknecht’s 
report, and has been verified by American 
workers. Certainly a method which is entire- 
ly without danger and which offers any sort 
of hope of aborting a mastoid infection and 
avoiding the dangerous radical mastoid opera- 
tion should be given more consideration than 
has been accorded it. The writer’s attention 
was first called to the beneficial effect of 
roentgen irradiation in sinusitis by a rhinolo- 
gist who suffered from a chronic infection of 
the nasal accessory sinuses. He came at fre- 
quent intervals to have a complete set of sinus 
films made, and finally volunteered the in- 
formation that he did not have this done for 
its diagnostic value but for its therapeutic ef- 
fect. He had found from experience that the 
amount of exposure required to make the six 
films necessary for an adequate examination 
of the accessory sinuses was just the amount 
of radiation he needed for relief from symp- 
toms for about two months. He stated that he 
had long since learned never to explore the 
antrum until x-ray treatment had been tried 
and failed, and he seldom found it necessary 
to invade the antrum either through the nat- 
ural or an artificial opening. 


GENERAL 

Various writers have reported the success- 
ful use of x-ray in infected tonsils, in lymphoid 
hyperplasia in the pharynx, in lymphadenitis 
of any sort, in venereal ulcers, in chronic non- 
tuberculous lung infections including bron- 
chitis and bronchiectasis, in conjunctival in- 
flammations including trachoma, in stimulat- 
ing callus formation in delayed union of frac- 
tures, in gastric and duodenal ulcer, and many 
other inflammatory processes. The wide range 
of application is not surprising, because the 
effect of x-ray is upon the inflammatory proc- 
ess and that is essentially the same, whatever 
the etiologic agent may be and wherever the 
lesion may be located. 

In closing, we would insist that the applica- 
tion of roentgen therapy to inflammations re- 
quires the same knowledge, skill and experi- 
ence which is demanded in treating malig- 
nancy. The technic is entirely different, how- 
ever, and an intimate knowledge of the path- 
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ology of various inflammatory lesions is more 
essential than technical equipment or even fa- 
miliarity with the use of the equipment. Every 
case is a medical problem in itself, and should 
be worthy of the conjoined wisdom of clini- 
cian, surgeon and radiologist. If the radiation 
treatment is given and the patient allowed to 
follow his own devices without medical guid- 
ance, or if the necessary surgical aid is not 
applied at the proper time, the results are 
likely to be poor. The best results follow 
when radiation treatment is used as a part of 
the total treatment; it may often be a highly 
essential part, but should always be integrated 
in its proper relation to other general and lo- 
cal measures. 





THE NEW MEXICO MEDICAL 
SOCIETY 


Fifty-Second Annual Meeting 
Las Vegas, New Mexico 
July 19-21, 1934 


First Day, July 19, 1934. 

The New Mexico Medical Society convened its 
Fifty-Second Annual Session at Las Vegas, New 
Mexico, all business and scientific sessions being 
held in the auditorium of the Elks’ Club. 

Meeting of the Council. 

At call to order by the president, Dr. H. A. In- 
galls (Roswell), at 9:30 a.m., there were present: 

Ex-officio members: Drs. H. A. Ingalls and L. 
B. Cohenour. 

Members: Drs. R. O. Brown (Santa Fe); E. B. 
Elliott (Raton); C. W. Gerber (Las Cruces) and 
Carl Mulky (Albuquerque). 

Financial Report 

Financial report of the Secretary-Treasurer, Dr. 
L. B. Cohenour (Albuquerque) was read by him as 
follows: 

Balance on hand at annual report, 
May 18, 1933 
Delinquent dues collected from 25 members 


Dues from one new member 
Annual dues for 1934 from 190 members.... 


$1,429.99 
125.00 


Total cash received to July 19, 1934 
DISBURSEMENTS 
Southwestern Medicine for 165 members for 
1933 


Southwestern Medicine for 25 members 

Reporter 1933 meeting, balance of one-half 
fee ne 

Treasurer’s Bond for 1933-34 

Reporter for 1934 meeting, advance one- 
half fee és 

Secretary’s salary for 1932-1933 

Chaves County Medical Society for balance 
on entertainment indebtedness 

Cordon-Horton. .250 letterheads and 250 
2c stamped envelopes 

Albuquerque Stationery Co., Journal 
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DeVeau Typewriting Co., Ribbon 


Albuquerque National Bank, Federal Tax 
20x10x02 e 
Baser Printing Co., 150 Credential cards.. 3.: 





$1,032.75 


Balance $1,477.24 





Outstanding Indebtedness. 


Southwestern Medicine for 190 members....$ 380.00 
Secretary’s salary for 1933-1934 300.00 
Reporter for 1934 meeting (Balance in full) 87.50 
Treasurer’s Bond for 1934-1935 5.00 
Approximate total indebtedness 772.50 
Expected balance after all bills are paid... 704.24 
Respectfully submitted, 
(Signed) L. B. COHENOUR, 
Secretary-Treasurer. 


Dr. Carl Mulky (Albuquerque) inquired if the 
Society was keeping even, or if expenditures were 
exceeding the receipts. 

Dr. L. B. Cohenour (Secreary-Treasurer) replied 
that his report showed a little gain in amount of 
expected balance over that of last year due to 
the fact that there are more members this year. 

Dr. C. W. Gerber (Las Cruces) made motion that 
the Treasurer’s report be accepted and approved 
as read. Motion seconded by Dr. R. O. Brown 
(Santa Fe) and carried. 

Dr. R. O. Brown (Santa Fe) called attention to 
the desirability of having a paid worker or pro- 
fessional lobbyist to watch proposed legislation af- 
fecting the practice of medicine in the State, citing 
the passage of the recent Osteopath Bill, which, he 
stated, might have been avoided had the Society 
had such a representative. He suggested that Judge 
Wright might be a worthy and able person to han- 
dle such affairs, as his long experience and fa- 
miliarity with legislative proceedings especially 
fitted him for work of this kind. 

Dr. H. A. Ingalls (President) told about trips 
he made to Santa Fe in opposition to the Osteopath 
Bill and how he was assured that it would be killed 
in Committee, only to find much to his chagrin on 
his return home that the measure had passed. 

Dr. L. B. Cohenour (Secretary-Treasurer) stat- 
ed that he had been informed that the hearing for 
the measure would be held at ten o’clock a.m. on a 
certain date. According’y he went from Albu- 
querque to Santa Fe, arriving there considerably 
before the scheduled time of the meeting (10 a.m.), 
only to find that the hearing had been held at 7 
a.m. and as there was no one on hand to oppose, 
the measure had been put through and approved. 

Dr. Carl Mulky (Albuquerque) suggested that 
since there is money in the ‘treasury some of 
it be spent in such a cause, and made motion as 
follows: “It is the consensus of opinion among the 
Council that a professional lobbyist should be em- 
ployed to look after the interests of the medical pro- 
fession in New Mexico; that a fund not to exceed 
two hundred dollars be made available for that 
purpose, and that Dr. R. O. Brown (Santa Fe) be 
made responsible for the proper use of that sum.’ 
Motion was seconded by Dr. C. W. Gerber (Las 
Cruces). and carried. 
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No further business arising the Chair announced 
adjournment at 9:45 a.m. 

Meeting of the House of Delegates 

Immediately following adjournment of the Coun- 
cil meeting, the House of Delegates assembled, 
there being present: 

Dr. H. A. Ingalls (President); Dr. L. B. Cohe- 
nour (Secretary-Treasurer) and County Delegates, 
as follows: . 

Bernalillo—Drs. C. C. Meacham and Carl Mulky 

(Albuquerque). 

Chaves—Dr. R. L. Bradley (Roswell). 

Colfax—Dr. C. B. Elliott (Raton). 

Dona Ana—Dr. C. A. Miller (Las Cruces). 

San Miguel—Dr. J. W. Muir (Las Vegas). 

Santa Fe—Dr. R. O. Brown (Santa Fe). 

Union—Dr. C. F. Milligan (Clayton). 

The Secretary, Dr. L. B. Cohenour (Albuquerque) 
submitted and read his report of the affairs of the 
office as follows: 

“I hereby render a report of the affairs of the 
office of Secretary-Treasurer for the term ending 
with this session: 

“At the meeting held in Roswell, New Mexico, 
May 18, 1933, there were 25 members suspended 
for non-payment of dues, and immediately follow- 
ing, 25 were reinstated, and one new member was 
admitted to the Society following this meeting, as 
member at large. 

“Members in the Society at this time are as fol- 
lows: 


Bernalillo County 
Chaves County 
Colfax County 
Curry County 
Dona Ana County 
Eddy County 
Grant Countv 
San Miguel County 
Luna County 
McKinley County 
Santa Fe County 
Union County 
Members at large 


Total in good standing this date 
“Five aprlications for membership were received 


to be presented at this meeting and membership 
cards issued to them in advance. 

“Deaths of six members were noted as follows: 
William T. Joyner—Roswell, N. M 
S. M. Parrish—Raton, N.M 
J. H. Johnson—Las Cruces, N. M 
R. F. Hogsett—Albuquerque, N. M.....Nov. 26, 1933 
C. Plum’ee—Hot Springs, N. M April 1934 
D. H. Carns—Ailbuquerque, N. M.........May 1934 

Respectfully, 
(Signed) L. B. COHENOUR, 
Secy.-Treas.” 

Motion by Dr. R. O. Brown (Santa Fe), second- 
ed by Dr. ©. A. Miller (Las Cruces) that the 
Seeretary’s report be accepted as read, was carried. 

Minutes of the meeting of the Council were read 
by the Secretary, and no objections arising, were 
ordered approved by the Chair. 


1933 
, 1933 
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Applications for membership were submitted and 
read by the Secretary, with action taken thereon, 
after open discussion, as follows: 

Becker, J. N.—Parkview, N.M.—Referred to In- 
vestigating Committee. 

Hayes, E. J.—Referred to Investigating Committee. 

Simms, Eugene P.—Alamogordo, N. M.—Elected 
to membership. 

Maxwell, George E.—Magdalena, N. M.—Elected 
to membership. 

Smith, Joseph H.—Laguna, N. M.—Elected to mem- 
bership. 

Scott, S. D.—Hlected to membership. 

Communications were read by the Secretary, 
consisting of: Letter proposing lecture tour in the 
interest of Sexual Reform in the light of Science. 
The President suggested that the Secretary ac- 
knowledge receipt and state that as communities 
are so widely Separated in New Mexico, it would 
seem impracticable to get together. 

Letter from Santa Fe County Medical Society 
proposing that annual dues be raised $1.00 in or- 
der to create a fund to maintain a lobbyist at the 
capital. The Chair announced such action was not 
now necessary since the matter had already been 
disposed of by motion adopted at the Council meet- 
ing and approved by the House of Delegates. 

Communication from A. M.A., in regard to Coun- 
ty Societies appointing Committees on Mental 
Health. The President suggested that the matter 
be referred to the incoming President. Copy of 
letter to Judge Helmick from Dr. D. W. Rife (Santa 
Fe) in regard to the payment of $16.50 on account, 
on a bill for $50.00 for expert testimony. 

Considerable discussion arose overt this subject, 
participated in by Dr. R. L. Bradley (Roswell), 
who suggested a fee of $25.00 per day and expenses 
and Dr. R. O. Brown (Santa Fe), who stated that 
in Santa Fe County the fee allowed for expert tes- 
timony is $50.00 per day and expenses. Motion by 
Dr. Brown that a Committee be appointed by the 
incoming President to investigate and report before 
the session adjourns on the adoption of a uniform 
schedule of fees for expert testimony in New Mex- 
ico, seconded by Dr. C. B. Elliott (Raton), was 
carried. 

Recess was then declared by the Chair until fur- 
ther call, as it was time for the opening of the sci- 
entific session, 10 a.m. 


Second meeting of the house of delegates was 
called to order at 1 p.m., July 20; there were 
present: 

President—Dr. C. F. Milligan (Clayton). 

Secretary-Treasurer—Dr. L. B. Cohenour (Albu- 
querque). 

Delegates: 

Bernalills County—Drs. C. C. Meacham, Carl 
Mulky, J. W. Hannett, E. F. Frisbie (Albuquer- 
que). 

Chaves County—Dr. R. L. Bradley (Roswell). 

Curry County—Drs. H. A. Miller and R. L. But- 
ler (Clovis). 
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Dona Ana County—Dr. C. A. Miller (Las Cru- 
ces). 

Grant County—Dr. N. D. Frazin (Silver City). 

Luna County—Dr. George T. Colvard (Deming). 

San Miguel County—Dr. J. W. Muir (Las Vegas). 

Santa Fe County—Dr. R. O. Brown (Santa Fe). 


Minutes of the previous meeting were read by 
the Secretary, Dr. L. B. Cohenour, and approved. 


Dr. Cohenour read and presented the credentials 
of Dr. J. W. Amesse, as Fraternal Delegate from 
Colorado. 

Dr. R. L. Butler (Clovis), representing the Cur- 
ry County Medical Society, spoke in regard to re- 
lief work being done by the physicians in that 
County and the pay scale therefor, presenting a 
Resolution which had been passed by the !ocal 
County Society, urging that some action be taken 
by the State Society in an endeavor to secure 
more equitable fees. 

Dr. R. L. Bradley (Roswell) stated that mem- 
bers of the local Society at Roswell had talked the 
matter over and decided they would take £0 per 
cent of the regular fees and had it understood that 
they would get paid for surgery in proportion to 
the other work, but later this arrangement was 
knocked out and it was found that if any work 
was done at a hospital, the hospital would receive 
pay for their end of it, but not the doctor, so that 
in order for the physician to receive a fee, it was 
necessary for obstetrics, surgical work of any na- 
ture or whatnot, to be done any place but in a 
hospital. 


Dr. C. A. Miller (Las Cruces) told about doc- 
tors, who were not members of the local Society, 
signing up for and being given relief work. Com- 
plaint was made with the result that a list was 
obtained by the Relief Administrator of members 
of the local Society and work is being distributed 
among those who care for it. 

Dr. N. D. Frazin (Silver City) stated that in 
his section they were absolutely opposed to any 
form of so-called state medicine and that the Doc- 
tors were doing all that they could to take care 
of relief work and would continue to do so. 

Dr. George T. Colvard (Deming() stated that in 
his county the physicians had gotten along with 
relief work much better than they had at first 
anticipated, but it was a considerable annoyance 
to have to get an order from the Relief Adminis- 
trator’s Office before making calls on relief pa- 
tients, and especially after the Relief Office was 
closed for the day. 

Dr. E. F. Frisbie (Albuquerque) thought it 
should be possible to have obstetric cases arranged 
for in advance, so that there could at least be a 
little prenatal care. 

Dr. R. L. Butler (Clovis) stated that in his sec- 
tion the physicians would rather do the relief work 
for nothing than to do obstetrics for ten dollars or 
medical work for the small fees set on the schedule, 
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and for that reason the County Society had adopt- 
ed the Resolution presented, but that they were per- 
fectly willing to accept any amendments or abiie 
by any decision the State Society might see fit to 
adopt. 


Dr. R. O. Brown (Santa Fe) explained that no 
one in the State had anything to do with the af- 
fairs of the Administrator, who was appointed di- 
rectly by the Federal Administrator, from whose 
office all instructions emanated. He explained the 
system by which relief is being furnished and 
stressed the fact that it is simply an emergency 
measure which might or might not be changed at 
any time in the near future, and that Doctors 
could sign up for relief work or not, just as they 
chose. 


Dr. C. F. Milligan (Clayton) called attention to 
the fact that in his section where there has been a 
severe drought for the past three years, many of 
the people are on the relief rolls, and others the 
doctors were carrying along as best they could, but 
that the doctors had to live themselves and it had 
come to the point where they could not afford to 
turn down the relief work, which at least netted a 
little something, and also, that other doctors, not 
members of the local Society, had signed up for 
relief work and were getting their share. 


Dr. R. O. Brown (Santa Fe) stated that at least 
it was better to keep busy at something, even if the 
pay schedule was not very remunerative, and sug- 
gested that it might be well for the Society to ap- 
point a Committee to look into all phases of the 
matter and then take up the points at question 
with the Relief Board. 


Dr. H. A. Miller (Clovis) expressed the belief 
that the subject was one demanding a great deal 
of constructive thought, which could not be given 
in a short space of time and favored Dr. Brown’s 
suggestion. 


After considerable further discussion, Dr. George 
T. Colvard (Deming) made motion that the Presi- 
dent appoint a Committee of five members to take 
up within sixty days the matter of Federal Emerg- 
ency Relief and secure such action as it can, the 
Scciety to abide by the findings and decisions of 
the Committee. 


Suggestion was made by Dr. H. A. Miller (Clo- 
vis), that the Committee be composed of five mem- 
bers selected from different parts of the State, 
which was agreed to by Dr. Colvard, and seconded 
by Dr. J. W. Muir (Las Vegas), and then passed, 
the correct motion adopted being: 


“That the President appoint a Committee of five 
members selected from different parts of the State 
to take up within sixty days the matter of Federal 
Emergency Relief: and secure such action, as it can, 
the Society to abide by the findings and deeisions 
of the Committee.” 

Dr. L. B. Cohenour (Albuquerque), acting for 
the President, announced the Committee so appoint- 
ed, as: 
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Dr. W. H. Livingston, Santa Fe, Chairman; 

Dr. J. W. Board, Clovis, 

Dr. R. L. Bradley, Roswell, 

Dr. G. T. Colvard, Deming, 

Dr. Carl Mulky, Albuquerque. 

Other Committees announced were: 
Necrology: Dr. R. O. Brown, Santa Fe, Chairman; 

Dr. R. L. Bradley, Roswell, 

Dr. R. L. Butler, Clovis. 
Resolutions: Dr. G. T. Colvard, Deming, Chm.; 

Dr. C. A. Miller, Las Cruces, 

Dr. J. W. Muir, Las Vegas. 

Election of officers followed, resulting in the 
election of: 

President-Elect: Dr. C. W. Gerber, Las Cruces, 

Vice-President: Dr. George W. Jones, Clovis, 

Secretary-Treasurer: Dr. L. B. Cohenour, Albu- 
querque (re-elected). 

Councillcr for two years to fill unexpired term 
of Dr. Joyner, deceased: Dr. R. L. Bradley, Roswell, 

Councillor for three years: Dr. Carl Mulky, Al- 
buquerque, Dr. C. A. Miller, Las Cruces, 

Delegate for two years, A.M.A.: Dr. H. A. Mil- 
ler, Clovis, 

Alternate: Dr. R. O. Brown, Santa Fe. 

Board of Managers, Southwestern Medicine: Dr. 
A. B. Stewart, Las Vegas, 

Dr. J. R. Earp, Santa Fe. 

Meeting place, 1935: Albuquerque, N. M. 

Adjournment 2:15 p.m. 





PUBLIC HEALTH NOTES 


J. ROSSLYN EARP, DR. P. H. 
Director New Mexico State Bureau of 
Public Health. 


MARKING TIME. 

The most remarkable thing about the sixty- 
third annual meeting of the American Public 
Health Association, held in Pasadena Septem- 
ber 3 to 6, was the lack of anything remark- 
able. It seems as though the budget restric- 
tions from which all have suffered have held 
the noses of public-health workers down to 
the grindstone of routine and left no oppor- 
tunity for productive investigation. This may 
not be too serious if there is to be a public- 
health recovery; for we are still, in our knowl- 
edge of preventive medicine, far ahead of its 
practical application. In fact our president, 
Dr. Haven Emerson, abused us soundly for 
cur lack of courage in proclaiming what we 
know. We say little or nothing of the loss both 
in health and in wealth which is brought about 
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by fraudulent medicines and unqualified pre- 
scription. We are equivocal on the subject of 
alcohol when we should be uncompromising. 


There is nothing new in the lesson that raw 
milk is unsafe. But this well-established fact 
was given a new interest by the description of 
an unusual outbreak of milk poisoning traced 
w-th great skill by Drs. Crabtree and Litterer, 
of the Tennessee State Department of Health, 
to staphylococci harbored in the udders of two 
cows. The investigators prepared a toxin from 
the staphylococci which they administered to 
themselves. They were thus able to reproduce 
the characteristic symptoms of the victims of 
this milk-borne epidemic and to prove con- 
clusively the source of the outbreak. One 
heard with much sympathy Dr. G. H. Ramsey, 
director of the division of communicable dis- 
ease of the New York State Department of 
Health. In New York an energetic drink- 
more-milk campaign is being carried on as 
much in the interest of agriculture as in that 
of nutrition. Naturally public-health officers 
are expected to aid. But how, asks Dr. Ram- 
sey, can one do sc when the milk is destined 
to be consumed raw? 


Resolutions adopted by the governing coun- 
cil included some of general medical interest. 
The campaign against congenital syphilis re- 
ceived endorsement. The blood of every preg- 
nant woman should be tested for syphilis and 
adequate treatment instituted whenever a pos-- 
itive result is reported. Dinitrophenol should 
not be exploited directly to the lay public but 
should be distributed only on the prescription 
of a l'censed physician. Literature on home 
canning should advise the use of the pressure 
cooker for non-acid foods. 

Dr. Walter H. Brown, professor of hygiene 
at Stanford University, was chosen president- 
e'ect. Dr. Brown has just returned from a 
world tour and expressed enthusiastic admira- 
tion for the public-health administration with- 
in the British empire. He stressed the rigid 
profe-sional requirements for British health 
officers (each must be a licensed physician 
with at least two years of clinical experience, 
as well as have a postgraduate degree in pub- 
lic health), and the freedom of adrhinistration 
from the influence of partisan politics. 

The convention next year is to be held at. 
Milwaukee, Wisconsin. 
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MEDICAL AND SURGICAL ASSOCIATION 
COMES OF AGE. 

In 1913, a number of representative physi- 
cians and surgeons of western Texas, New 
Mexico and Arizona organized the Medical 
and Surgical Association of the Southwest, 
using as a nucleus the membership of the 
Railway Surgeons’ Association of the South- 
west. Their purpose was to enlarge their field 
and solidify the medical thought, the medical 
activities and the medical achievements of the 
Southwest into a unit, centering around El 
Peso as the medical center for this district. 
Into the organization were invited all the qual- 
ifed practitioners of the Southwest, includ- 
ing those located in northern Mexico. 

In 1914 the first annual meeting was held in 
El Paso and each year since, except 1918, 
when no meeting was held, this gathering has 
been the most important event in medical cir- 
c'es in the Southwest. 

During these twenty-one years great devel- 
opments have taken place. We have shared 
with the balance of the country in the shocks 
of war, in the delirium of too great prosperity 
and in the gloom of depression. We have al- 
lowed our structure to deteriorate until today 
we need rehabilitation if the Association is to 
survive and fulfill its purpose. There is just 
as great need today for this organization. and 
its worthwhile objectives as there was in 1914. 
In fact, the need is greater, and if the will to 
achieve is still living in us, great advance- 
ments are possible. We must, however, make 
such changes as the times demand in our or- 
ganization, in our methods of work, in our 


very objectives, if we are to look for progress. 

Elsewhere, in this issue, will be found the 
s:mp'e constitution which was adopted in 
1916. This has been only slightly modified by 
amendments which are indicated. 

At the meeting of 1933 in El Paso, a com- 
mittee was appointed to study several prob- 
lems confronting the Association. Among the 
matters referred to the committee was the ad- 
visability of reorganization and revision of our 
constitution. The committee will not be ready 
to make a report on this matter; so the con- 
stitution is presented here in order that the 
memkers may inform themselves about it and 
be prepared to offer some definite suggestions 
for future guidance. 

In Arizona, New Mexico and western Texas 
(west of the Pecos River) there are 1200 doc- 
tors, and a population of one million people. 
The two states of Mexico which immediately 
border the United States are Sonora and Chi- 
huahua; these have a combined population of 
850,000 people, with about 200 doctors. Just 
south of these are the states of Sinoloa, Du- 
rango and Coahuila with a population of a 
million and a half and more than 300 doctors. 

To all of the 1800 doctors of this great 
Southwest empire this journal will be sent 
this month. To each of them, also, will go an 
invitation to participate in the re-organization 
and firm establishment of the Medical & Sur- 
g cal Association as the medium of expression 
for the medical activities of this unified dis- 
trict. 

Certainly every active member of the state 
organizations in Arizona and New Mexico, and 
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of the El Paso County Society should be active 
members of this ‘district organization. The 
dues are small and within the reach of every- 
one. There can be no reason, except. a failure 
to appreciate the value and purposes of the 
organization, which will prevent any doctor in 
the Southwest from joining in the re-organi- 
zation plans. 

At this crucial twenty-first annual meeting, 
the organization will either take on new life 
and go on to greater achievements, or it must 
acknowledge that its day of usefulness is over. 
The choice between these two paths of prog- 
ress or apathy will rest with the profession of 
the Southwest. To the doctor who reads 
these words, the question is addressed: What 
will be your vote in this matter? The words 
of a great observer of human nature is perti- 
nent and appplicable,—“He is not for us is 
against us.” 





THE SOUTHWESTERN PROGRAM 

On another page will be found the detailed 
program of the Annual Meeting and Clinical 
Conference of the Medical and Surgical As- 
sociation of the Southwest, which will be held 
in El Paso on November 22, 23 and 24. 

This program should attract the attention 
and enlist the interest of every doctor in the 
Southwest. The Program Committee, with Dr. 
J. J. Gorman as Chariman and the El Paso 
County Medical Society solidly behind him, 
have produced a finely balanced series of pa- 
pers, clinics and discussions, which offer three 
days of instruction and training seldom, if 
‘ever before, duplicated in our annual meeting. 
No effort has been made to crowd the pro- 
gram with papers; in fact, this was deliber- 
ately avoided in fashioning the program. 
Time is provided for studying the Scientific 
Exhibits and for the Round Table Discussions, 
features of this meeting which will be espe- 
cially valuable. 

This year’s program is essentially a teaching 
conference, focused upon El Paso as a medi- 
cal center for clinical material. Eminent teach- 
ers will use the material furnished by the El 
Paso County Medical Society for clinics and 
discussions. In the Round Table Discussions 
small groups interested in special subjects will 
have opportunity to confer and discuss their 
problems. 
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The Scientific Exhibit will be unique. Un- 
der the direction of Dr. L. O. Dutton, an im- 
posing array of teaching exhibits have been 
secured. These alone will be worth the trip 
to El Paso. To these will be added the local 
exhibits from the El Paso County Medical So- 
eety, so that the variety and excellence of 
this portion of the program has never before 
been approached in any meeting held in the 
Southwest district. 

The evolution of medical meetings has been 
definitely away from the usual jumble of un- 
related papers to a program of clinical teach- 
ing by diagnostic conferences, scientific ex- 
hibits and papers which will integrate with 
both. The Southwestern meeting offers such 
a program this year. 





CONSTITUTION 
ARTICLE I. 
NAME 


Sec. 1. ‘he name of this Association shall be 
“The Mediral and Surgical Association of the South- 


west. 
ARTICLE II. 
OBJECTS 

Sec. 1. The objects of this Association are the 
advancement of professional knowledge; the sys- 
tematizing and promotion of better methods of 
treatment and the furtherance of social intercourse 
among the members. 


ARTICLE I,I. 
MEMBERS 

Sec. 1. The members of this Association shall 
be Active and Honorary. 

Sec 2. The active members shall consist of 
legally licensed practitioners residing or practicing 
in the States of New Mexico, Arizona, Texas (west- 
ern part) and the Republic of Mexico, who shall be 
members of their state and county societies, where 
such exist, and such only are entitled to vote and 
hold office. This provision shall not apply to medi- 
cal officers of the U.S. P. H. S., Army and Navy or 
to the practitioners residing in the Republic of 
Mexico. 


Sec. ‘3. Honorary members may be elected by 
the active members from physicians or surgeons, 
who have achieved special distinction in medicine 


and surgery. 
ARTICLE IV. 
OFFICERS 

Sec. 1. The officers of this Association shall be 
1, President; 2, First Vice President; 3, Second Vice 
President; 4, Secretary and Treasurer. 

(Amended by adding President-Elect.) 

Sec. 2. The first four officers shall be elected by 
ballot at the regular annual meeting and shall hold 
office for one year, or until their successors are 
elected. 

Sec. 3. The Trustees shall be elected by ballot 
at the first annual meeting after the adoption of 
this Constitution; one to serve for one year, one for 
two years, and one for three years, this selection of 
terms to be determined by lot by the three first 
elected Trustees and thereafter at each annual 


(Continued on page 355) 
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SOUTHWESTERN MEDICINE 


Medical and Surgical Association 
of the Southwest 


TWENTY-FIRST ANNUAL MEETING 


DR 


DR. 
DR. 
DR. 


DR. 
DR. 


DR. 
DR. 


10: 


10: 
he 


and CLINICAL CONFERENCE 


NOVEMBER 22, 23 and 24, 1934 


GUEST SPEAKERS AND ESSAYISTS 


Guest Speakers for General Assembly, Clinics and 
Round Table Discussions 


. R. G. LELAND, Director, Bureau of Medical Economics, 
American Medical Association...................------------0--e0-e0eeeeeee+ Chicago 
HOLMAN TAYLOR, Secretary, 
State Medical Association of Texas.............-.-------------+-----++- Fort Worth 
JOHN R. CAULK, Professor of Clinical Genito-Urinary Surgery, 
Washington University School of Medicine........:............-.----- St. Louis 
JOHN H. MUSSER, Professor of Internal Medicine, 
Tulane University of Louisiana School of Medicine............ New Orleans 
HARRY L. BAUM, Oto-Laryngologist...................--------0-----0020---+- Denver 
GEORGE PINESS, Lecturer in Allergy, 
University of California, School of Medicine....................-- Los Angeles 
CPE YUE TG, PC UUIIINO Gc nceccccerneeicdscesentonsnse San Francisco 
JOHN de J. PEMBERTON, Associate Professor of Surgery, Uni- 


versity of Minn. Graduate School Medicine (Mayo Clinic), Rochester 





Member Essayists Before General Assembly 

















. FRED R. HARPER, (Internal Medicine) : Tucson 
. GEORGE GOODRICH, (Surgery) ...................--------- Phoenix 
PRY UNS, “CCPIOUIUNOOD cana wcececscccensicnsntbensoecasencced El Paso 
. LESLIE M. SMITH, (Dermatology) .......... am El Paso 
- os WE. a ey)... 2... ..Albuquerque 
. R. W. MENDELSON, (Internal Medicine) .....................--- Albuquerque 
Fe an eee See Albuquerque 
. DAVID M. DAVIS, President-Elect...........................--.0.sce--eeeee Phoenix 
PROGRAM 


THURSDAY, NOVEMBER 22. 


Registration at Headquarters Desk in Hotel Hussman, from 
eight to ten o’clock in forenoon. 

A Registration Fee of $3.00 will be charged all members and other 

physicians from Arizona, New Mexico, Western Texas and Old 

Mexico. No registration fee will be charged visiting ladies or 

doctors not residing in the Southwest district. 


SESSION ON MEDICAL ECONOMICS 
00 a.m. Opening Address: “Medical Economics,”’ 
Dr. W. A. Gekler, President, Medical and Surgical Association 
of the Southwest. 
45 a.m. “Current Problems in Medical Economics,” Dr. R. G. Leland 
30 a.m. “Special Phases of Medical Economics,” Dr. Holman Taylor 


12:30 p.m. Luncheon. 


Round Table Discussion 
“'Mechanism of Jaundice’’................-----.------ Dr. J. H, Musser 
Sih Ra eS rR Dr. J. R. Caulk 
“The Allergic Nose and Throat as Encountered 
by the Oto-Laryngologist and Internist......Dr. Geo. Piness 
““Hyperparathyroidism”’...........-.----- Dr. John de J. Pemberton 


AFTERNOON GENERAL SESSION 








2:15 p.m. “Borderline Medical and Surgical Conditions, 

ext Dr. John H. Musser 
3:00 p.m. “Transurethral Surgery” Dr. John R. Caulk 
3:45 p.m. “Surgery of the Biliary Tract’’................ Dr. George Goodrich 


Thursday Evening—Barbecue. 





CINE 
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8:00 


9:00 


10:15 
11:00 


11:45 
12:30 


3:45 


Friday 


8:00 
8:45 


9:30 


10:15 
11:00 
11:45 
12:30 


42:00 


a.m. 


a.m. 


a.m. 
a.m. 


a.m. 
p.m. 


p.m. 
O p.m. 


p.m. 


FRIDAY, NOVEMBER 23. 


CLINICS 
“Syphilitic Heart Disease”’............................ Dr. J. H. Husser 
PN sei yn cnre Wvickihg nckondstibeegtrphgeencteeinced Dr. J. R. Caulk 
“Plastic Surgery” (Lantern Slide and 
Clinical Demonstration) ...............--..------.------ Dr. H. L. Baum 
“Allergic Conditions in Children’’.............. Dr. George Piness 


GENERAL SESSION 
“The Problems in Diagnosis of Gastro- 


Intestinal Allergy”’.........................-...-.--- Dr. George Piness 
“Advances in the Diagnosis and Treatment of 

the Thyroid Gland”.................... Dr. John de J. Pemberton 
PR Kin gheksoncocarkiinctcnscoutsaantbonses Dr. R. W. Mendelson 
Luncheon. 


Round Table Discussions 
General Discussions— 


I ates Sctrbincedstrencsscarnennviiacel Dr. John de J. Pemberton 

EE RE Bie aes 2 Dr. J. H. Musser 

Oto-Laryngology .............-.- siisnvianenscoahlgicat Dr. H. L. Baum 

| ae NLR IESE ee ERE Dr. John R. Caulk 
GENERAL SESSION 

“Title to be announced’”’......................---- Dr. J. W. Hannett 


“Variations of Functional and Mineral Metabolism in 
Pregnancy and the Clinical Importance to Obstetrical 


TEIN ora vcscceccierspcsinbssossntniseiesotvinsievers Dr. Harry Leigh 
“Cancer of the Rectum and Recto- 
I ates sc cticanacpsomnnacckonvinssticenecttaienied Dr. Dudley Smith 


Evening—Dinner Dance. 


a.m. 
a.m. 


a.m. 


a.m. 
a.m. 
a.m. 


p.m. 


p.m. 





SATURDAY, NOVEMBER 23. 


DIAGNOSTIC CLINICS 


“Conditions Associated with Splenomegaly,” Dr. J. H. Musser 
“Diseases of the Spleen Amenable to 


IE evacunicnnntathdenncpeetapcencacnaphess Dr. John de J. Pemberton 

“Diagnosis and Treatment of Common Rectal 

| EER Ci Re Dr. Dudley Smith 
GENERAL SESSION 

“‘Lymphopathia Venerea’’.....................--- Dr. Leslie M. Smith 

“Laryngo-Tracheo-Bronchitis”...................... Dr. H. L. Baum 

“The Development and Healing of Peptic 

Ulcers,” (Experimental Studies) -............... Dr. Fred R. Harper 

Luncheon. 

Closing Address.....................-----------+------- Dr. David M. Davis 


General Business Meeting of the Association. 
Reports of Committees. 

Election of Officers. 

Selection of Meeting Place for 1935. 





ENTERTAINMENT 


The full details of the social entertainment cannot be given at this 
Special features of entertainment for. the visiting ladies will be in 
charge of the Ladies’ Auxiliary of the El Paso County Medical Society. A 
barbecue on Thursday, Nov. 22nd, and the Dinner-Dance on Friday eve- 
ning, Nov. 23, will be special features. Golf privileges on the fine new 
course of the El Paso Country Club will be available. Details of these 
features will be given at the time of registration. 


time. 
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SCIENTIFIC EXHIBITS 
Direction of Dr. L. O. Dutton 
(Incomplete list) 


William P. Murphy, Peter Bent Brigham Hospital, Boston: 
“Therapeutic Effect of Intramuscular Injections of Liver Extract. 
Two reel motion picture on Pernicious Anemia. 


a“ 


E. C. Hamblen and Robert A. Ross, Department of Obstetrics and 
Gynecology, Duke Hospital, Durham, N. C.: 
“Studies of Endometrial and Ovarian Responses in Women to Ex- 
tracts of Pregnancy Urine.” 


Alan R. Moritz, Department of Pathology, Western Reserve Uni- 
versity School of Medicine, Cleveland: 
“Ovarian Tumors.’ Translucent Photographs of Gross and Micro- 
scopic Pathology. . 


L. W. Diggs, Department of Pathology, University of Tennessee, 
Memphis, Tenn.: 
“Sickle Cell Anemia,’’ Clinical Features, Pathology, Hematol- 
ogy, etc. 


Manfred Kraemer and Maurice Asher, Newark, N. J.: 
“The Diagnosis of Amebiasis by the Protosigmoidoscopic Method.” 


Charles N. Pease, Children’s Memorial Hospital, Chicago, Illinois: 
“Injuries to the Vertebrae and Intervertebral Discs, Following 
Lumbar Puncture.” 


G. Allen Robinson, New York.: 
“Differential Diagnosis of Tumors of the Neck.” 


R. L. McIntosh and M. E. Diemer, University of Wisconsin: 
“Delochrome Prints of Dermatological Diseases.’’ 


E. V. N. Allen and John D. Camp, Mayo Foundation for Medical Edu- 
cation and Research, Rochester, Minn.: 
“Roentgenograms Made Following Injection of Radiopaque Sub- 
stance Into the Peripheral Arteries of the Living Subject. 


Army Medical Museum, Washington, D. C.: 
Amebiasis, Parsitology and Pathology.” 


Nelson Paul Anderson and Samuel Ayres, Jr., Los Angeles, Cal.: 
“Allergic Dermatoses.”’ 


J. Rose Veal and Urban Maes, Department of Surgery, Louisiana 
State University, Medical Center, New Orleans: 
“Arteriography with Thorium Dioxide Solution in Peripheral Vas- 
cular Disease. 


Louis |. Dublin, Metropolitan Life Insurance Company, New York: 
Progress in Public Health since 1900.” 


Henry A. Hafsky, Max Einhorn Gastro-Enterological Clinic, Lenox 
Hill Hospital, New York. 
“Stomach Lavage Microscopy as a Diagnostic Aid in Biliary Tract 
Disease.” 


Frank van der Bogert, Department of Pediatrics, Ellis Hospital, Sche- 
nectady, N. Y.: 
“Models of Infant Stools Showing Effect of Various Types of 
Feeding.” 


Vilray P. Blair and J. B. Brown, Department of Surgery, Washington 
University School of Medicine, St. Louis. 
“Photographs and Drawings on the Treatment of Full Thickness 
Skin Losses Resulting from Burns.” 


Herbert S. Reichle, Howard T. Karsner and Thomas T. Frost, Insti- 
tute of Pathology, Western Reserve University School of Medicine, 
Cleveland, Ohio: 
“Transilluminated Photographs of Typical Forms of Tuberculous 
Pulmonary Disease.” 
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ARIZONA STATE MEDICAL 
ASSOCIATION 


Report of the President 1933-1934 
Woman’s Auxiliary 


Much progress has been made this year toward 
a more definite goal in Medical Auxiliary work. 
While not fully satisfied with the year’s accom- 
plishments, yet a foundation has been laid and 
many strides taken toward a real functioning Aux- 
iliary. The following activities will give some idea 
of the work done during the past year: 

Over 100 letters 16 post cards and nine packages 
received. 

There have been sent out 116 letters, 97 letters 
on cards, seven packages, four telegrams and 13 
long distance telephone calls. 

One joint Board and bi-county meeting and six 
Executive Board meetings held. 

Six Auxiliary county meetings visited. 

One other county visit arranged, but cancelled 
because of illness. 

The first State Medical Auxiliary stationery pur- 
chased. 

Had two Arizona representatives at the Nation- 
al Medical Auxiliary convention in Milwaukee. 

Appointed a state historian who is compiling 
the history of the state organization. 

‘Published seven articles in Southwestern Medi- 
cine. 

Purchased our own state scrap book to be sent 
to the National convention in Cleveland. 

Appointed our first Archives chairman. 

Entertained the National Auxiliary president. 

Inaugurated morning sessions at this state meet- 
ing. 

Broadened our public relations work. 

Exceeded our quota of Hygeia subscriptions. 

Responded to the first call upon the State Aux- 
liiary, as a unit, to assist the Medical Association 
in solving one of their serious problems. I refer 
to the referendum on the Basic Science Act. 

If the results of the work which has been at- 
tempted meet with your approval, I shall be satis- 
fied. For the valuable cooperation, loyalty and sup- 
port received from the officers, chairmen of com- 
mittees, county presidents, secretaries, committee 
chairmen and members, and for the delightful per- 
sonal friendly relations resulting, the deepest and 
most appreciative gratitude exists. They were a 
great joy to me in the year’s work. 

As one can only realize through experience, a 
member at large is at a great disadvantage, far re- 
moved from the centers of the Auxiliary work. At 
no time, however, was there anything but willing 
response to requests to the different branches of 
this organization; the state and county reports 
came in very promptly. 

Some of the county auxiliaries have not thus 
far promoted an educational program, but if pres- 
ent plans are carried out, this part of the Auxiliary 
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work will be added soon. We must remember, how- 
ever, that it was because of the pleasant social re- 
lationships the first auxiliaries were formed. The 
social part of our activities is a most important 
one, although other functions have been added to 
make the Auxiliary a most valuable adjunct to the 
Medical Association. Let us continue to make the 
work of the Auxiliary so interesting that the wife 
of each physician in Arizona will wish to become 
a member. Let us keep in mind this thought— 
“We are builders, and builders we must ever be; 
Builders not in stone that shelters life, but 
Builders in life itself; 
Ever remembering that the future of the world 
for generations to come, 
Depends upon what we think, and will, and do 
today.” 
MRS. C. R. SWACKHAMER, 
President, 1933-1934. 





Const‘tution 
(Continued from page 351) 


meeting one Trustee shall be elected to serve three 
years. 

(Amended so that the retiring president auto- 
matically becomes a member of the board, which 
is made up of the last three ex-presidents.) 

ARTICLE V. 
MEETINGS. 

Sec. 1. The regnlar annual meeting shall be 
held at such time as may be decided upon by the 
President and Trustees, due and sufficient notice 
being given all members in advance. The place of 
meeting shall be determined by vote at each annual 
meeting of the association. 

Sec. 2. Special meeting may be called by the 
President and Trustees, or by the written request 
of ten members, nrovided that in the notice of 
such meetings, which must be-sent to all members, 
the special order of business and the need thereof 
must be stated. 

ARTICLE VI. 


AMENDMENTS. 

Sec. 1. Amendments to this Constitution must 
be presented in writing at one annual meeting and 
be laid over to the next annual meeting, when af- 
ter specific notice of the proposed change has been 
given to all members, a two-thirds vote of all mem- 
bers present shall be necessary for adoption. 

By-Laws 
ARTICLE I. 
DUTIES OF OFFICERS 

Sec. 1. The terms of elected officers shall begin 
at the close of the meeting at which they are 
elected. 

Sec. 2. President—The President shall preside 
at all meetings, be ex-officio member of all com- 
mittees, unless otherwise provided for, and shall 
perform all the duties incident to that office and 
must at the close of h‘s term of office deliver an 
an address. 

(Amended at the 1931 meeting as follows: “There 
shall be a president-elect who shall take office at 
the evening meeting of the first day of the regular 
annual meeting. The president shall hold office un- 
til he delivers his address as retiring president, fol- 
lowing which the president-elect shall be inducted 
into office and deliver the president’s address.’’) 

Sec. 3. Vice President—The Vice Presidents 
shall in the proper order perform all the duties of 
the President in his absence. 

Sec. 4. Secretary and Treasurer.—The Secretary 





356 


and Treasurer shall keep a correct record of all pro- 
ceedings; keep a complete list of members; have 
charge of all books, papers and other documents of 
the Association and shall conduct all correspond- 
ence, including notices to members. He shall collect 
all dues, keeping a correct account of the same; 
and must render at the annual meetings a detailed 
report of all receipts and expenditures, handing 
over to his successors all money and property in 
his possession belonging to the Association, taking a 
receipt for the same. 

Sec. 5. The Trustees shall be the advisors of the 
other officers; shall act as Auditing Committee and 
shall he the Committee on Publication. They shall 
investigate and report on petitions of active mem- 
bers before the same can be acted upon by the As- 
sociation. 

Sec. 6. The Trustees shall also investigate any 
rumors or charges of unprofessional conduct on the 
part of any members, or any violations of the Con- 
stitutions and By-Laws of this Association, and if 
in their unanimous op‘nion shall deem the charges 
or violations well founded, may suspend such mem- 
ber from all privileges of the Association, until the 
next meeting either regular or special, making 
thereat a report of their action which shall be thor- 
oughly cons‘dered by the Association, and if their 
action be sustained by a two-thirds vote, of all mem- 
bers present, a penalty shall be inflicted the severity 
of the same to be decided by the Association. 


ARTICLE II. 
ELECTIONS OF MEMBERS. 


Sec. 1. The petitions of proposed active members 
shall be sent to the Secretary, giving name in full, 
age, residence, college and year of graduation, year 
of issuance of state license, together with such other 
information as may be deemed necessary. These 
petitions shall be transmitted to the Trustees by 
him, who shall report the same with their recom- 
mendations to the Association, and a vote of two- 
thirds of those present shall be necessary to elect. 

(This procedure has been modified by custom so 
that applications of members in good standing of 
the state or county associations have been accepted 
without further formality. 

Sec. 2. Honorary members must be nominated 
at the annual meeting and acted upon by the As- 
sociation at large, and shall require a two-thirds 
vote of those present to elect. 


ARTICLE III. 
DUES. 


Sec. 1. The dues of this Association shall be $2.00 
per annum and special assessments may be levied 
by the Assoc‘ation to cover extraordinary expenses. 
One-half of the annual dues may go to the Publica- 
tion Committee to defray expenses of publishing 
papers and proceedings in the official organ of the 
Association with the approval of the Board of Trus- 
tees. 


(The dues were later increased to $3.00; then 
raised to $5.00 in 1930, and reduced to $3.00 azain 


in 1934. Also the Pubilcation Committee was 
authorized to turn over to Southwestern Medicine 
$2.00 from each member to defray the expenses of 
publishing their proceedings and papers read before 
the Association.) 
ARTICLE IV. 
MISCELLANEOUS. 

Sec. 1. Three members from each of the States 
of New Mexico, Arizona, and Texas, with the Presi- 
dent or his representative shall const’tute a quorum 
for the transaction of business. 

Sec. 2. All papers read before the Association 
shall become its property. 
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Sec. 3. Any active member may invite a pro- 
fessional friend to the regular meetings, unless the 
character of the business to be transacted or the 
concensus of the active members shall suspend this 
courtesy, of which action notice must be given. 

Section 4. Robert’s Rules of Order shall govern 
all proceedings, unless otherwise provided for. 


ARTICLE V. 
ORDER OF BUSINESS. 

Sec. 1. The following shall be the order of busi- 
ness: 1, Roll call; 2, Reading of minutes of the pre- 
vious meeting; 3, President’s address; 4, Report of 
Secretary and Treasurer; 5, Report of Trustees; 6, 
Election of members; 7, Report of stand:ng com- 
mittees; 8, Report of special committees; 9, Read- 
ing of papers and scientific matters, with discus- 
sion thereon; 10, Election of officers; 11, Selection 
of place of meeting; 12 Miscellaneous business. 


ARTICLE IV. 
AMENDMENTS. 

Sec. 1. These By-laws may be amended or sus- 
pended at any meeting by resolution and a two- 
thirds vote of those present, provided said amend- 
ments or suspensions are not in violation of the 
Constitution. 





Medical Men for Things Medical 

“The principle that medical men should be the 
ones to exercise control over medical service is al- 
most exiomatic. Yet there is confusion of thought 
where there could be straight thinking if all the 
facts were brought out and faced. 

“There are those who would virtually make the 
physician an employee of the state. They fail to 
recognize the jutter incompatibility between the 
American political system and the methods of truly 
professional men. 

“There are those who complain about the scarc- 
ity of physicians. Yet it is a fact that while Eng- 
land has one doctor for 1,490 persons, France one 
for 1,690, and Sweden one for 2,890, there is in the 
United States one physician for every 780 persons. 

“There are those who denounce our hospitals on 
the score of high charges for service, but the truth 
is that the cost per day of a hospital room with 
meals and the day and night personal minisrtaticns 
required by an invalid is usually Jess than a well 
person would pay for mere room and meals in a 
first-class hotel. 

“There are those who would like to let down the 
bars to self-medication. Yet the fact is that during 
the last few generations the average span of. hu- 
man life has been extended ten years, chiefly 
through the discoveries of medical science. 

“Physicians know these things. They spend years 
acquiring an education on the care and repair of 
the most marvelous mechanism on earth—the hu- 
man body. But they would readily admit that this 
education does not qualify them for telling railroad 
executives how to solve transportaiton problems or 
impressarios how to stage an opera. The work of 
the world needs many kinds of specialized knowl- 
edge, but certain it is that each field of work will 
be best managed by those who know it best.”— 
from Mead Johnson & Company’s announcement: in 
Hygeia, August, 1934. 








OCTOBER, 1934 


Resolution on Medical Economics 
(Presented by the Santa Cruz County Medical 

Society, and referred to the Committee on Econo- 

mics of the Association.) 

In view of the attrition of private medical practice: 

1. By competition with contract practice, indus- 
trial practice, hospital insurance, university prac- 
tice, county hospital practice, lodge practice, group 
clinics, free clinics, army and other government 
medical officers; 

2. By elimination by the profession itself of for- 
merly remunerative practice in plagues and con- 
tagious diseases such as bubonic, typhoid, diph- 
theria, and so forth; 

3. By the lack of adequate compensation in trau- 
matic surgery, due to insurance and workmen’s 
compensation interference, in one of the fewer lines 
of increased activity; 

4. By the usurpation of various public health 
services, such as vaccination, surveys by public 
health organizations, school nurses, and _ other 
agencies, and so forth; 

5. By the rapid decline in the national birth rate; 

6. By the over-crowding of the profession as 
shown in the report of the Committee on Medical 
Education, being relatively two to three times more 
crowded than any other nation. 

And being convinced of the inevitability of state 
medicine, health insurance or whatever may be the 
name of an adequate comprehensive medical service 
for all the people; 

Therefore, we, the Santa Cruz County Medical 
Society, RESOLVE: That the Arizona State Medical 
Association and American Medical Association be 
urged to consider, prepare and publish such com- 
prehensive plans as may result to the best of the 
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whole medical profession, as well as the nation. 
SANTA CRUZ MEDICAL SOCIETY, 

By Chas. S. Smith, President. 
(Note: The argument which accompained this 
Resolution contains several items which are in line 
with the investigations now being conducted by the 
Ccmmittee on Economics, so the whole matter was 
vee to them for their consideration and future 

report). 





THE MICHIGAN STATE MEDICAL SOCIETY 
ANNOUNCES 
The retirement of its Secretary, Doctor F. C. Warn- 
shu's, effective September 15th, 1934. Doctor Warn- 
shuis, is leaving Michigan to assume the duties of 
Secretary-Treasurer of the California Medical As- 
sociation on October Ist, 1934. . 

On and after September 1, 1934, all communica- 
tions related to Society affairs, business, advert‘sing 
and exchanges should be addressed to 

Burton R. Corbus, M. D. 
Acting Secretary, 

313 Metz Building, 
Grand Rapids, Michigan. 

On and after October 1, 1934, Doctor F. C. Warn- 
shuis’s address will be Room 2004 450 Sutter Street, 
San Francisco, California. 

G. L. LeFEVRE, President. 
B. R. CORBUS, Cha‘rman. 








WANTED — By Nurse-stenographer, position in 
phys.cian’s office or hospital historian. References. 
Address Box R. N. Southwestern Medicine. 





Founded 1896 by Dr. Hubert Work 





WOODCROFT HOSPITAL, PUEBLO, COLORADO 


A modern, newly constructed 
Sanitarium for the scientific 
care and treatment of those 
nervously and mentally ill, the 
sen le and drug addicts. 


CRUM EPLER, M. D. 
Superintentient 











ts A. D. Long, M. D. 


Modernly equipped for the care 
and treatment of tuberculosis in 
all stages. Rates $15.00 per week 
and up. Nurses care and medical 
attention included. $10.00 per week 
for convalescents. Write for de- 
scriptive booklet. 








EL PASO, TEXAS. 





ORIUM 


Medical Director 
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Medical and Surgical Association of the Southwest 





I hereby make application fcr membership in THE MEDICAL AND SURGICAL 
ASSOCIATION OF THE SOUTHWEST, and, if elected, agree to abide by its con- 
stitution and by-laws. : 


1. I was born at 


4. 


5. I have practiced at my present location 
ing places for the years named: 





Fill out and return to W. Warner Wat- (Dues will be $3.00 a year but DO NOT 
kins, M.D., Secy., 507 Professional send remi.tance with this application.) 
Bldg., Phoenix, Arizona. 











